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Executive Summary 

In early 2007, King County Executive Ron Sims, the King County 
Council, and community partners established the Children’s Health 
Initiative (CHI) to identify and enroll children in the public health 

insurance programs for which they were eligible. When Washington State’s new Cover All 
Kids law became effective on July 1, 2007, an estimated 9,000 children in King County 
became eligible for these public health insurance programs. The CHI immediately began 
helping families enroll their children in coverage and assisted them in establishing regular 
sources of medical and dental care.  

The CHI is a public and private collaboration with funding from both King County and 
community partners dedicated to improving the health of children in King County. The 
initiative’s cornerstone funding came from King County—a $1 million per year outreach 
funding commitment for 2007, 2008, and 2009. This significant allocation enabled Public 
Health – Seattle & King County (PHSKC) staff to leverage additional private sector 
matching resources totaling $3,000,300. Group Health Cooperative donated $1 million, the 
Washington Dental Service (WDS) committed $1 million, and other community partners 
added $1,000,300.  

The overall Children’s Health Initiative is composed of three parts: 1) county-funded access 
and outreach activities, 2) advocacy and alignment work and 3) privately-funded pilot 
projects.  Through its access and outreach activities from 2007 to date, the CHI has 
successfully enrolled over 5,700 children in the publicly-funded health insurance programs 
for which they are eligible. In addition, the program has connected more than 4,500 of these 
children to medical homes and more than 3,000 to dental homes. A medical home is a 
regular source of healthcare, rather than the emergency room, and a dental home refers to a 
regular dentist.  

In the CHI’s advocacy and alignment work, CHI staff and Steering Committee members 
have played a role in expanding state and federal resources for low-income children’s 
healthcare. Through its pilot projects, the CHI has established innovative behavioral health 
screening and treatment services for pregnant women, mothers and children, and has 
successfully implemented new systems to make enrollment in public health insurance 
programs easier for low-income families. The CHI also has expanded access to oral 
healthcare by enrolling over 800 families earning between 250% and 300% of the federal 
poverty level (FPL), increased delivery of preventive services through care coordinators.   

To measure the effectiveness of the CHI, PHSKC contracted with an independent evaluator 
to design and implement a three year evaluation for the initiative. This evaluation, 
comprising both qualitative and quantitative methods, enabled the program to make 
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improvements throughout the course of its implementation and produced the data and 
analysis required for annual reporting to the King County Executive and King County 
Council. This report includes the evaluation results from January 2007 through June 2009 
and is the third and final report to the King County Council on this three year initiative. 

 

Program Highlights — January 2007 through June 2009 

The King County Children’s Health Initiative Components: 

1.  Access and Outreach:  

Identified and enrolled more than 5,700 children in the publicly-funded health coverage for which 
they were eligible 

Connected more than 4,500 children with medical homes and more than 3,000 children with dental 
homes 

Enrolled and linked children in families with significant language, cultural, racial, and 
socioeconomic barriers to healthcare—which helps to address health disparities 

Began tracking a set of long-term community health outcome measures to evaluate the impact of 
the CHI on families’ access to healthcare and the resulting impacts on utilization, health status, and 
work and school days missed  

2. Advocacy and Alignment 

Successfully advocated with partners for expansion of publicly-funded health benefits to children 
whose families earn between 250% and 300% FPL 

Collaborated with CHI partner WithinReach to achieve passage of state legislation authorizing the 
use of electronic signatures for Medicaid and Basic Health Plan enrollment  

3.  Pilot Projects 

Online Enrollment: Provided funding and partnered with WithinReach to implement an online 
screening project that enabled 7,266 low-income individuals to learn that they were eligible for 
public health insurance 

Behavioral Health: Contracted with partners at community health centers to screen 2,823 
pregnant women and mothers for depression and mood disorders 

KC Kids Dental: Coordinated with the Washington Dental Service to expand access to oral 
healthcare by enrolling 808 King County children (out of a possible universe of 1,000) whose 
families earned between 250% and 300% FPL—83% of these children obtained dental care 
following their enrollment and 739 dentists agreed to provide care for the newly-enrolled children  

 

The CHI presents a model that has had positive impacts on multiple levels. Its program 
components and pilots have uncovered issues that have had an impact on policy at the state 
level, such as its identification of a gap in eligibility for dental coverage among children 
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under 250% FPL with medical insurance but without dental insurance. The CHI’s successes 
and lessons learned about how to effectively locate, reach out to, enroll, and connect 
children to medical and dental homes have informed efforts to expand children’s access to 
care statewide.  

Access and Outreach  

The Access and Outreach component of the CHI seeks out families in difficult-to-reach 
populations with significant language, cultural, racial, and socioeconomic barriers and helps 
them enroll in the publicly-funded healthcare coverage for which they are eligible. Following 
their enrollment, the program’s staff help families establish a medical and dental home for 
their children. In addition, the staff educate parents regarding the importance of preventive 
care and teach them how to use the healthcare system. The Access and Outreach component 
also increases the delivery of preventive services at six safety net clinics where it employs 
care coordinators. 

The Access and Outreach component is on track to achieve its three year goal of identifying 
and enrolling 6,500 children in publicly-funded health coverage. Between January 2007 and 
June 2009, the program’s outreach staff sought out potentially eligible families and helped 
them complete the paperwork necessary to successfully enroll their children in health 
coverage. As a result, more than 5,700 children in King County obtained coverage under 
health insurance programs such as Medicaid, the Children’s Health Program (CHP), and the 
Children’s Health Insurance Program (CHIP).   

Despite intensive outreach efforts, factors such as the weakened economy and loss of 
Medicaid and CHIP coverage at annual renewal time continually contribute to more families 
losing health coverage for their children. This impacts the estimated percentage of uninsured 
low-income children in the county as a whole, which remained constant at about 4.5% 
between 2006 and 2008.   

The CHI has been particularly effective in reaching a large number of low-income families 
and working with them to successfully complete the health coverage application process—
resulting in a high percentage of the children becoming enrolled. For example, looking at 
data from the fourth quarter of 2008, while King County is home to approximately one-fifth 
(19%) of the state’s low-income children, the CHI was responsible for nearly two-thirds 
(64%) of the state’s enrollment of low-income children in health coverage. In the same 
period, 82% of applications submitted by the CHI were approved for coverage by the state, 
compared to 54% for the rest of the state (excluding King County).  

In addition, the CHI outreach staff connected families to medical and dental homes for their 
children. Preliminary data through June 2009 show that 73% of children received medical 
care and 40% received dental care following their enrollment in coverage. This rate will likely 
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improve over time as state data from claims continue to become available. For example, 
interviews with CHI-enrolled families found that only 3% reported that their children had 
not received care, suggesting that 97% may have established a medical home. 

The program’s culturally appropriate health education for parents, particularly those in 
isolated immigrant groups, also exceeded the participation goal of 5,000 for the three year 
project. As of June 2009, approximately 10,300 parents had received training about the 
importance of preventive care, publicly funded health insurance, and how to use the 
healthcare system. In interviews with enrolled families at the end of 2008, about 40% 
reported it was “always easy” or “usually easy” to get the care, tests, or treatment that their 
children needed and another 42% reported it being “somewhat easy.”  

A process evaluation undertaken in the spring of 2009 pointed toward several factors 
supporting the results of the Access and Outreach component. These factors include the use 
of experienced staff who reflect the target population in language, culture and ethnicity; a 
focus on accountability for staff performance; and a concerted effort to go beyond 
enrollment to ensure the linkage of children to a medical and a dental home, including a 
regular source of care and comprehensive preventive services. 

CHI managers have found that investments in robust outreach make it possible to achieve 
substantial gains in enrollment. They believe that while this type of one-on-one targeted 
outreach will always be necessary to serve the most difficult to reach populations, greater 
results could be achieved if federal and state systems for enrollment were streamlined and 
automated and linked more effectively with local systems—making it possible to use 
available funding more efficiently by providing one-on-one assistance only for those families 
with multiple barriers. Major state-wide system changes, such as express lane eligibility, self 
declared income and automatic renewals, are needed to simplify enrollment for most 
children, allowing local outreach workers to focus on the most vulnerable families and 
assuring linkage to medical and dental homes. 

Renewal also presents a challenge for many families after they are enrolled in coverage, 
creating significant barriers to continuous access to care for children. The CHI found that 
38% of the children it enrolled in the 4th quarter of 2008 had previously been covered by 
Medicaid. While the CHI’s work with the children in this category is helpful in ensuring that 
they retain and regain their coverage, the large number of children in this category illustrates 
a need to improve renewal procedures to better retain children in coverage.  
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CHI staff created a DVD in eight different languages that 
presents a short video on well child visits and why baby 
teeth are important. The DVD is much loved, eliciting 
attention and laughter from the audience, and has been 
distributed to a number of community agencies. One 
agency kept the video looping in the background during a 
recent fair. Cities such as Portland and Boston have also 
requested the video. 

Advocacy and Alignment 

The goal of the CHI’s advocacy efforts is to expand access to healthcare for low-income 
families and children. By working collaboratively with the Health Coalition for Children and 
Youth (HCCY) and other healthcare advocates, CHI staff contributed to efforts to ensure 
that the state’s implementation of the new Cover All Kids law incorporated strategies, 
policies, and budget priorities to expand access to healthcare for underserved children.  

In 2008 and 2009, CHI staff and community partners navigated a complex and uncertain 
state legislative session. The severity of the state’s budget deficit put many programs on the 
cutting block and necessitated aggressive advocacy to avoid complete elimination of critical 
functions, such as access and outreach. State outreach funding will continue during fiscal 
year 2009 but at about half the level of the last biennium ($2.2 million, including 2:1 federal 
matching funds, for two years—compared to $4.4 million in state funds the previous 
biennium). Given the stressors on the state budget, this partial retention of funding is an 
accomplishment.  

Federal funds provided CHI staff and other advocates with an opportunity to work 
collaboratively with the state to expand eligibility for children’s healthcare coverage to 
families earning between 250% and 300% FPL. This expansion will greatly increase the 
number of children statewide who are eligible to receive health coverage and their ability to 
obtain needed medical and dental care.  
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Working at the federal level, CHI staff joined forces with many children’s healthcare 
advocates from across the country to achieve passage of the Children’s Health Insurance 
Program Reauthorization Act (CHIPRA). The act included a critical component, identified 
as necessary during the CHI dental pilot, that provides dental coverage for CHIP-eligible 
children who receive medical coverage from sources other than CHIP.  

 
CHI Promotoras and their families, assisting at the Apple Health kick-off event hosted 
by the CHI, on July 31, 2008.  

Health Innovation Pilot Projects 

The CHI pilot projects aim to improve the effectiveness of health services for low-income 
children in King County and across the state. The three pilot projects, launched in 2007, 
focus on streamlining access to healthcare through web-based approaches, increasing low-
income families’ access to preventive and primary dental care, and integrating behavioral 
health services into primary care settings where low-income families obtain services. 

Online Enrollment Pilot Project 

Currently, many low-income families face barriers to obtaining coverage through the paper 
application and enrollment process. WithinReach, one of the CHI’s community partners, is 
addressing this through the Online Enrollment Pilot Project. This project helps families in 
King County apply for and stay enrolled in public health coverage and links them to services 
through WithinReach’s web-based screening and application tool at: 
www.ParentHelp123.org.  

WithinReach’s user-friendly web application, ParentHelp123, screens applicants for eligibility 
for health coverage (Medicaid; CHIP; Basic Health) and food assistance programs (Basic 
Food; Women, Infants, and Children Program [WIC]). ParentHelp123 allows users to 
quickly and easily fill out multiple program applications. From August 2008 to June 2009, 
7,266 King County residents using the screening website were found to be likely eligible for 
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health coverage and 5,248 were found likely eligible for Basic Food or WIC, a supplemental 
food assistance and health education program for low-income women, infants, and children. 

Users found to be likely eligible may proceed to complete the online application process. 
They can choose to have their application routed by WithinReach (via e-fax) or to print out 
their own completed forms, sign them, and mail them to the Department of Social and 
Health Services (DSHS). More than 85% of families choose to have WithinReach route their 
applications for them. In 2009, the online enrollment pilot project worked with DSHS to 
address the technical and policy issues required to create a seamless electronic submission 
process between ParentHelp123.org and DSHS. 

WithinReach is currently working to develop a professional version of ParentHelp123 
(ParentHelp Pro) that application workers and other outreach staff can use with families to 
rapidly fill out an application for benefits. This streamlined provider interface will allow case 
managers, outreach workers, eligibility workers, community health clinics, community 
technology center staff, and others to quickly and easily assess eligibility and enroll families 
in needed programs. 

Oral Health Pilot  

The KC Kids Dental Program, developed and administered by CHI partner, Washington 
Dental Service, provided no-cost dental services for eligible families through 2008. The 
program served children in King County between 250% and 300% FPL. The program ended 
in December 2008 when the state was slated to launch an extension of medical and dental 
coverage for children up to 300% FPL. Due to challenging state budget issues, the 
anticipated expansion of coverage did not take place as planned on the first of the year 2009. 
However, by mid-February, the state announced that medical and dental coverage for 
children between 250% and 300% FPL would go into effect and would be retroactive to 
January 1, 2009.  

During its one year of operation, the KC Kids Dental Program enrolled 808 children in 
publicly-funded coverage—more than 80% of the estimated target population of 1,000 
uninsured children in this income group. Eighty-three percent of these children were able to 
take advantage of this coverage and obtain dental services from 739 King County dentists in 
the WDS’s network. WDS estimated the total value of this care at $537,456. As was hoped 
during the program’s design, the newly-covered children received a great deal of preventive 
care (911 preventive visits, compared to 521 restorative visits).  

In addition to enrolling children in the 250% to 300% FPL target income range, the program 
referred families earning less than 250% FPL to the CHI Access and Outreach Program for 
enrollment in healthcare coverage. These referrals included a total of 977 children.  



                    
 

Annual M&E Report — August 2009 8 

Maternal and Child Behavioral Health Pilot 

As many as 13% of women experience major or minor depression during the perinatal 
period and estimates of the overall prevalence of depression among mothers of young 
children range from 12% to 50%. Depression frequently interferes with parenting practices 
and coping skills, with many negative effects on caregiving and nurturance. Research has 
shown that untreated maternal depression can have many adverse impacts on children’s 
healthy development.  

The goal of the Maternal and Child Behavioral Health Pilot is to prevent and treat 
depression and other common mental health disorders in low-income pregnant women, 
mothers, and their children. Eight safety net clinics are piloting family-centered mental 
health screening and treatment services to their clients.  

As of the end of May 2009, a caseload of 370 health clinic clients were receiving mental 
health services in primary care, including 37 children and 333 pregnant women and mothers. 
Overall, the health clinics have reached 90% of their caseload goal. Treatment follow-up 
with mothers and pregnant women has been strong—75% of women on clinic caseloads 
had numerous follow-up activities by phone, clinic visit, or in support groups within four 
weeks of their enrollment. Of those mothers with sufficient data to track outcomes, 65% 
showed clinical improvement in depression and 59% in anxiety (as reflected in a five point 
or greater change on screening scales). As research shows that improved mental health for 
mothers often improves the well-being of their children, the CHI is hopeful that the pilot’s 
success in interventions with mothers is having associated positive impacts on children.  

During the first 11 months of the program’s implementation, the participating health clinics 
screened 2,823 pregnant and parenting women for depression and mood disorders. During 
the same time period, the clinics screened 1,731 children ages 0 – 12 for developmental red 
flags and 77 were identified as at risk of behavioral and/or developmental issues through 
other screening tools.  

In contrast to successes with pregnant and parenting women, few children that were 
identified as at risk have thus far been assessed and engaged in treatment. Among children 
on current clinic caseloads, only 22% have received a comprehensive mental health clinical 
assessment in their primary care setting. There are a number of contributing reasons for this 
lack of follow-up, but foremost is the lack of guidance available for primary health providers 
and behavioral health staff about working with children with possible mental health issues. 
Clinicians often refer these children out for further assessment and intervention, but there 
are not sufficient or reliable referral resources at community mental health agencies. To 
address this issue, the CHI revised the pilot design at the end of 2008 and reprogrammed 
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funds to support more extensive child psychiatric consultation, evaluation, and technical 
assistance for the clinics to increase their capacity to assess children.  

Long-term Community Health Outcomes 

In addition to evaluating the CHI’s program components, the multi-pronged initiative has 
begun to investigate its impact as a whole on a broader set of measures. These measures 
address the aggregate effects of the CHI along with other interventions on larger-scale 
outcomes of interest to local, state, and national policymakers. 

The results to date indicate, not surprisingly, that making headway on major community-
wide health outcomes is challenging. There has been progress on some of the long-term 
community health outcomes, while others remain unchanged. It is important to note that 
while the CHI has implemented a number of interventions targeting these outcomes, other 
forces such as the current recession have occurred during the same time period.  

Long-term community health outcome measures that have registered progress include more 
positive responses about parents’ level of worry about meeting their children’s health needs 
and perception of their children’s health status among families connected to care through 
the CHI. In addition, none of the families whose children who had been enrolled through 
the CHI in coverage for more than one year reported missing more than four days of school 
or work due to their child’s illness.  

Long-term community health outcome measures that have been slower to register change 
include uninsured rates for children. However, the uninsured rate for King County children 
may be affected by the current recession and has remained stable in comparison to the 
uninsured rate for adults which rose by 2.5 percentage points in King County from 2006 to 
2008.  

The long-term community health outcome measures for King County show comparable 
results to those of similar programs in California. The California initiatives have also found 
that it takes time for major changes in healthcare utilization, health status, and perceptions of 
access among underserved families to occur.  

Unfortunately, existing data systems are inadequate to confidently measure a number of the 
longer-term community health outcome measures, including immunization rates and 
preventable ER visits and hospital admissions for CHI-enrolled children. The information in 
these areas is compromised by difficulties with the data systems and technology for 
extracting the data, small sample sizes and long lag times, and inaccuracies in reporting. The 
challenge in measuring these outcomes suggests that improvements in data systems, such as 
the adoption of electronic medical records, would greatly improve the ability of children’s 
health efforts to understand and address whether and how children and their families are 
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accessing care and the impacts of this care on their health. Hopefully these data systems will 
improve during the near future, enabling a more complete assessment of the CHI’s impact 
on the long-term community health outcomes.  

Conclusions  

Since its inception in January 2007, the CHI has accomplished a great deal. With the 
ambitious goals set out by the King County Executive, the King County Council and their 
community partners, the CHI has made major gains in increasing low-income families’ 
access to medical, dental and behavioral healthcare services for their children. Each of the 
CHI program areas has achieved major successes, identified significant challenges, and 
gained lessons learned for future program improvements.  

PHSKC has effectively administered the program by directly providing access and outreach 
services, working collaboratively with advocacy partners, contracting with community-based 
agencies for implementation of the pilot programs, and engaging an independent evaluator. 
In addition, PHSKC has ensured that the two advisory groups for the CHI—the Health 
Innovation Implementation Committee and the Access and Outreach Committee—have 
played vital roles in the program’s implementation and evaluation. 

The CHI presents a national model of a successful public and private community 
collaboration to help families overcome barriers and obtain needed healthcare services. The 
public/private partnership that developed the CHI has maintained a strong commitment to 
expanding healthcare coverage for children and improving the healthcare system that serves 
them. The financial support and leadership from Group Health Cooperative, Washington 
Dental Service, area hospitals, other health plans, and the many additional organizations that 
amplified the King County Council funding made it possible for the CHI to expand its 
strategies and to test models and approaches to service delivery that can serve as the 
foundation for an improved healthcare system for children. 

I was invited to a church to give a presentation about the outreach program. When I showed up, there were only men. They were 
Purapecha, from Mexico, an indigenous group who had had their land taken away from them and had been mistreated by their 
government. They only trusted their peers.  

I talked about a number of topics, including women’s health and children’s preventive care. It was tense. I was a woman, and 
although I’m Mexican, I was not from their tribe. There was no reaction to my presentation. No response to my jokes. No questions.  

I thought I had failed, however, to my surprise; the leader called me the next day and invited me to speak again. This time the 
audience was all female. The men had to first approve before the women could take part.   

Again, I got no immediate response from the women. It took time and persistence, but I developed the relationships and the trust. I’m 
seen as part of the community now and they regularly call me directly. And because of this relationship, the new Promotora program 
includes two workers from this tribe. This is so important, because the language barriers are very significant for groups that only 
speak indigenous languages. 

--CHI Community Health Worker 
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Background  

In April 2006, King County Executive Ron Sims convened the Children’s Health 
Access Task Force (CHATF) to address the challenges facing King County families 
who were unable to obtain medical and dental care for their children. Many of 

these families were poor, did not speak English, and were isolated within communities of new immigrants. 
The task force recommended the creation of the King County Children’s Health Initiative, a far-reaching 
effort to identify and enroll eligible children in publicly-funded health coverage and to link them with 
regular sources of medical and dental care.  

Building on the CHATF recommendations, King County Executive Ron Sims, the King County Council, 
and community partners established the CHI.  

The initiative’s cornerstone funding came from King County—a $1 million per year outreach funding 
commitment for 2007, 2008, and 2009. This significant allocation enabled PHSKC staff to leverage 
additional private sector matching resources totaling $3,000,300. Group Health Cooperative donated $1 
million, the Washington Dental Service committed $1 million (which it administered directly), and other 
community partners added $1,000,300. The generosity of these donors brought the total CHI resources to 
$6,000,300 over the 2007 – 2009 time period.  

In July 2007, the new Cover All Kids state law took effect and expanded children’s healthcare coverage to 
families earning less than 250% FPL, with an additional expansion to families earning less than 300% FPL 
to become effective in January 2009. At the time the new law passed, PHSKC staff estimated that 9,000 of 
the 15,000 uninsured children in King County would become eligible for health coverage under the new law. 
The challenge was to identify, locate, and enroll their families in coverage.  

Policy Framework    

King County Motion 12507 

In May 2007, the King County Council passed Motion 12507, adopting the Children’s Health Initiative and 
expressing its intent to dedicate $1 million for outreach and linkage annually in 2007, 2008, and 2009. The 
motion, outlined below, describes the CHI vision and mission, program components, program goals, 
governance structure, and evaluation requirements.  

In adopting Motion 12507, enacting the initiative, the council recognized the following important 
foundations for the new program: 

� King County’s commitment to help the public achieve optimum health, its priority to reduce 
health disparities across all segments of the population, and its intent to improve the health of 
children 

� The Public Health Operational Master Plan’s (PHOMP) establishment of key goals and policies 
for public health  
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� Recognition of research indicating that removal of barriers to comprehensive care is essential in 
improving children’s health and understanding that lack of insurance is one of most important of 
these barriers 

� Washington State’s enactment of Senate Bill 5093 expanding healthcare coverage for thousands of 
children across the state and its commitment to provide affordable coverage options for all 
children by 2010 

� Recognition that there are 15,000 uninsured children in King County, that approximately 9,000 of 
these children were eligible for coverage under the law as of July 2007, and that an additional 1,000 
will be eligible as of January 2009 

� Acknowledgement of the leadership the King County Executive provided in convening the 
CHATF and commending the task force’s recommendations to establish an outreach strategy to 
enroll children in insurance programs and link them to a regular source of medical and dental care 

� Recognition of the importance of measurement and evaluation in determining the effectiveness of 
the initiative 

� Prioritization of public/private partnerships as an effective resource development strategy in 
pursuing innovative projects 

� Incubation of programs at the county level to provide evidence-based models for success in 
advance of the state’s expanded coverage 

The council also established a clear vision and mission, goals, program components, and evaluation 
requirements for the initiative. These components provide guidance to ensure that the CHI addresses the 
most important challenges in increasing low-income families’ access to healthcare coverage and their 
children’s access to healthcare services. 

Vision and Mission 

King County's vision is for every child in King County to achieve optimal health and grow into a healthy 
adult. Recognizing that regular access to healthcare is necessary to achieving optimal health, the mission of 
the county’s Children’s Health Initiative is to create conditions under which children have consistent access 
to comprehensive, preventive-focused primary healthcare prioritizing those activities which will have the 
most significant impact on health or reduction in health disparities. 

Goals 

1) Advocacy goals: 

a) Ensure that the state fulfills its adopted goal to extend healthcare insurance coverage to all children 
by 2010 

b) Ensure that the state fulfills its goal to connect children to a medical home and ensure that high-
quality, cost-effective care is provided 
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2) Outreach goals: 

a) Improve insurance access by increasing the number of insured children by identifying and enrolling 
eligible children in public insurance projects 

b) Improve health knowledge by training parents and staff at community agencies to identify children's 
health problems and encourage families to seek preventive care 

c) Improve access to healthcare by connecting children to regular sources of medical and dental care 

d) Improve health status by ensuring that children receive appropriate evidence-based preventive 
healthcare services 

3) Health innovation pilot projects goals: 

a) Ensure that children receive appropriately integrated services for the mouth, the mind, and the body 
by strengthening linkages in the healthcare system 

b) Reduce barriers children face in accessing healthcare services by developing systems that ensure 
children receive timely coordinated preventive care 

c) Leverage current opportunities to build evidence for future state-funded efforts by demonstrating 
innovative approaches and measuring effectiveness with carefully designed and implemented 
evaluations 

Evaluation Requirements  

The King County Council directed that the King County Executive evaluate the CHI in order to determine 
its effectiveness in meeting its goals. The council directed that these evaluation efforts should include the 
following components:  

� Semi-annual and annual measurement and evaluation reports based on the evaluation plans to 
report to the implementation committees and the council (including the following requirements) 

� Implementation committee charters 

� Updated measurement and evaluation plans for the outreach component of the CHI 

� Measurement and evaluation plans for the health innovation pilot projects component 

� Summary of related activities being undertaken or funded by the state 

� Recommendations on changes to the CHI based on the measurement and evaluation data or 
changes in state activities 
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Public Health Operational Master Plan 

Within King County Council Motion 12507, the council found that the CHI was consistent with the 
adopted Policy Framework for the Health of the Public and supported the development of strategies that 
would further the community’s ability to protect, promote, and provide for children’s health. The PHOMP 
also provided policy and operational direction to PHSKC. With its emphasis on preventive healthcare and 
increasing equitable access to care, the CHI addresses the following four year PHOMP goals: 

� Develop the key elements of an effective, modern health promotion program to combat the most 
important underlying actual causes of preventable illness and death in King County 

� Increase access to affordable, quality healthcare through convening and leading the development 
and implementation of improved community strategies to provide services 

These four year goals in turn contribute to King County’s long-term goal in providing healthcare, as defined 
in the PHOMP: 

� Increase the number of healthy years lived by people in King County and eliminate health 
disparities through access to affordable, appropriate, and quality healthcare services 

Program Overview   

The CHI is a multi-faceted effort that helps children and their families overcome barriers to obtaining 
needed healthcare services through a set of state-of-the-art programs. 

� The Access and Outreach Component assertively reaches out to identify and enroll children in public 
health insurance programs for which they are eligible, employs trusted messengers from the community 
to deliver information about the value of early prevention and insurance, links families and children to a 
regular source of medical and dental care, and encourages increased delivery of preventive services 
within safety net clinics by utilizing care coordinators. 

� The Advocacy and Alignment Component works collaboratively with state and federal policymakers to 
ensure full implementation of the Cover All Kids law, including federal and state healthcare coverage for 
all low-income children and families, targeted outreach, improvement of health literacy, linkage to 
medical homes, receipt of preventive services, and incentive payments for provision of quality care. 
Working with other child and family advocates, CHI staff work for the implementation of policies and 
systems that improve the health of low-income families.  

� The Online Enrollment Pilot Project is building a user-friendly web-based bridge for parents to easily 
enroll their children in public health insurance and other basic needs programs and helps them identify 
where to obtain services through use of WithinReach’s ParentHelp123 system. The Online Enrollment 
Pilot Project is also developing a Super-user Site, or Professional Version, which will enable application 
workers and other outreach staff to use the web-based system to rapidly complete benefit applications 
for their clients. 
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� The Maternal and Child Behavioral Health Pilot offers a diverse array of integrated mental health and 
medical care services for children and their families. CHI partners HealthPoint, Country Doctor 
Community Health Services, International Community Health Services, Neighborcare Health, Sea Mar 
Community Health Centers, and Valley Cities Counseling and Consultation are working with PHSKC 
staff to implement the program in coordination with other behavioral health activities in King County.  

� The KC Kids Dental Pilot Project served as a demonstration project for the expansion of dental 
coverage. The program worked in collaboration with CHI’s Access and Outreach component to identify 
children between 250% and 300% FPL, link them with a participating dentist, and provide payment for 
services delivered. The pilot ended in December 2008. 

Evaluation Methodology 

As described in King County Council Motion 12507, each component of the CHI has a specific evaluation 
plan that guides the assessment of its progress in achieving a defined set of outcomes. CHI staff enlisted the 
technical expertise of an independent evaluator to assist with the development of the evaluation plans and 
submitted the plans to the appropriate oversight committees for review and approval (the Access and 
Outreach Committee for the outreach component and the Health Innovation Implementation Committee 
for the pilot projects and the advocacy components). 

These individual evaluation plans, when integrated, create an overall measurement and evaluation 
framework that tracks the results for each program component and assesses the impact of the CHI as a 
whole. The diagram on page 14 shows how the different components’ program activities, such as locating 
and enrolling families, contribute to the intended results of the Access and Outreach component (e.g., 
increased access to insurance coverage and creation of medical homes), while also contributing to the 
impact of the CHI as a whole (e.g., use of preventive rather than emergency care and avoided costs).  

Similarly, the Online Enrollment Pilot Project’s activities of developing and providing an online application 
process for families that will make it easier for them to apply for publicly-funded health insurance supports 
the achievement of the program’s intended outcome of increasing access to insurance coverage. These 
Online Enrollment activities complement the Access and Outreach efforts in helping low-income families 
establish a medical home and contribute to the increased use of preventive services, decreased reliance on 
emergency rooms for care, and avoidance of costly care.  

The CHI has also selected additional measures that will help capture the impacts of the program as a whole. 
These additional measures include outcomes such as work and school days missed, reductions in 
preventable hospitalizations, and changes in immunization rates. The full listing of additional impact 
measures can be found in the Long-term Community Health Outcomes section of this report.  

Data for the CHI’s evaluation came from a wide variety of sources over the past three years. 

� The Washington State DSHS provided information on applications and enrollment in publicly-funded 
health insurance and enrolled children’s medical and dental visits. DSHS claims data also provided the 
information needed to analyze the rate of well-child visits for CHI-enrolled children ages 3 – 6. 

� WithinReach staff provided information on the Online Enrollment Pilot. 
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� PHSKC staff provided data for the evaluation of the Maternal and Child Behavioral Health Pilot, as well 
as the community-based clinics contracted to provide services to mothers and their children, and the 
larger evaluation of the effort being conducted for the Veteran’s and Human Services Levy in 
conjunction with the University of Washington. 

� The WDS was responsible for data collection, analysis, and reporting on the KC Kids Dental Pilot, 
including data from its records on enrollment and service delivery and surveys conducted in 2008 with 
clients and participating dentists. 

� In December 2008, Gilmore Research Group conducted interviews with 153 families enrolled through 
the CHI. The family interview questions focused on five of the long-term community health outcome 
measures identified for the CHI.  

� In 2009, Clegg & Associates conducted a process evaluation of the Access and Outreach component of 
the CHI. The process evaluation included data submitted by contracted service providers and from key 
informant interviews with staff and managers at PHSKC and community-based agencies in order to 
document the program’s implementation, its service delivery model, strategies used by staff to reach, 
enroll and connect families and children to healthcare, and the different factors supporting and 
impeding the success of the effort.  

PHSKC’s Assessment, Policy Development and Evaluation (APDE) staff provided the analysis and 
summary of data from the Washington State Population Surveys from 2002, 2004, 2006, and 2008 on 
uninsured children and adults in King County and Washington State. APDE staff also conducted the 
analysis of data from the state’s Department of Health to provide information on immunization rates for 
children ages 27 – 36 months.  

In addition to these data sources, PHSKC’s CHI staff met periodically with Clegg & Associates throughout 
the evaluation process to discuss the data available and data collection issues, findings from analyses, and 
lessons learned during the implementation of the CHI.  



                    
 

Annual M&E Report — August 2009 17 

 
 
 

 
 



                    
 

Annual M&E Report — August 2009 18 

Access & Outreach 

Purpose  

The Access and Outreach component of the CHI disseminates messages and 
provides education about the value of insurance coverage and early prevention. It proactively reaches out to 
identify eligible low-income families, enrolling them in publicly-funded health insurance programs. The 
CHI’s outreach efforts target difficult-to-reach populations with significant language, cultural, racial, and 
socioeconomic barriers to address existing disparities in healthcare 
access. After enrollment, the CHI links the children to medical and 
dental homes, integrated preventive care, and needed wrap-around 
services, making it more likely children will receive the preventive care 
they need in a cost effective setting. Care coordinators in six safety net 
clinics, contracted through the CHI, use quality improvement 
techniques to expand the delivery of comprehensive preventive 
medical services, remove barriers to care, and help ensure children’s 
completion of treatment. 

Some examples of the breadth and depth of CHI’s outreach efforts around King County include:  

� Enlisting, training and supervising 24 volunteer Latino community health workers as part of the CHI’s 
Promotora Program to provide health information, children’s medical application assistance, linkage to 
medical and dental homes, and help with navigating systems—as trusted community members, the 
promotoras are able to help families that normally do not seek help 

� Training social service providers, school staff, and food bank volunteers on Vashon Island about 
application assistance for Medicaid, Basic Food, and Basic Health in response to a growing population 
of low-income Latinos 

� Increasing outreach with faith-based organizations in South King County, especially at church-based 
English literacy classes, establishing a new outreach site at the Children's Home Society Family 
Resource Center in Auburn, and providing training to the family advocates who make home visits to 
Early Head Start families 

� Creating an outreach site at the English Language Learner registration office at the Highline School 
District to enroll children as their parents register them for school and leading a targeted outreach 
campaign at Mount View Elementary to ensure that all children at the school have healthcare coverage 
and access to a medical and dental provider—a program that will be expanded district-wide next year 

� Sending an application worker to the King County Superior Court to reach parents and guardians 
directly and to bring the CHI program to the attention of the judges, who helped connect CHI staff 
with detained youth, including many homeless youth, in order to help them obtain coverage and 
treatment 

� Outreach at the Bellevue Crossroads mall which resulted in referrals of shoppers, as well as staff’s own 
networks of family and friends  

 

 

“Access and Outreach staff work hard to help 
families become covered and hang onto their 
coverage. Families coming in are often 
overwhelmed in their lives and have so much 
going on that they can’t connect in any 
consistent way, needing support throughout 
the enrollment and linkage-to-care process.” 

–Public Health Department Manager 
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Health educators worked with parents, caregivers, staff, and children to provide information on the 
availability of healthcare coverage and the importance of preventive care. They also organized African 
American community leaders, beginning with the faith community, to become more involved in children’s 
health, including hosting a Black Ministers’ 
Breakfast—designed to engage leaders in 
discussion on existing disparities in healthcare 
access and the CHI’s outreach efforts targeting 
African American children.  

 
 

     
May 16, 2009 – Black Ministers’ Breakfast: Discussing disparities in healthcare access and outreach efforts targeting 
African American children in King County. From left to right: Carol Allen, CHI staff; Brianna Beleford; and the Reverend 
Fordie Edward Ross.  

In 2008, health educators focused their attention on oral health, based on data that only 40% of children 
with Medicaid coverage and only 12% of those under age 2 see a dentist. They worked in a number of 
venues and a wide variety of providers to train groups on oral healthcare for young children and worked to 
support the Access to Baby and Child Dentistry (ABCD) program. Their outreach about oral health 
included:  

� Children ages 2 – 6 at preschool, ECEAP, Head Start, Early Learning Network, and Play and 
Learn programs  

� Educators, family support workers, family child care providers, child care center providers, and 
other staff at community agencies 

� Train the trainer sessions for high school students in the dental program at Puget Sound Skills 
Center  

Interviews of families with children enrolled by the CHI found increases in ease of access and confidence. 
Families enrolling their children in coverage during 2007, who were interviewed at the end of 2008, reported 
greater ease in accessing needed health services for their children and had more confidence in accessing 
health services for their children than did families who had been enrolled in coverage for a month or less.  

A process evaluation undertaken in the spring of 2009 pointed to several factors influencing the success of 
Access and Outreach, including experienced staff who represent the target population, a concerted effort to 
go beyond enrollment to ensure the linkage of children to a regular source of care and comprehensive 

“Knowledge is power. Giving families information about the importance 
of preventive care and opportunities to cover their children is more 
effective than telling them what to do.”  

–Community Health Educator 
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preventive services, and a focus on accountability for performance. The CHI models successful strategies 
for addressing existing disparities in healthcare access by using staff, contractors, and volunteers who share 
the language, culture, and background of the clients targeted by the program. This creates trust—which 
encourages enrollment and linkage to healthcare providers.  

Results  

The Access and Outreach team met and exceeded all of its objectives for 2008 and is on track to meet the 
targets set for 2009. The table below summarizes the program’s progress to date. 

 
 

2007–2009 
Objectives  

Key 
Measures 

Outcomes 

  
2007 

Results 
2008 

Results 

% of 2008 

Objective 
Accomplished 

2009 

Results 
to Date 
(through 

June 
2009) 

Total 

Objective 
2007–
2009 

Total 

Results 
to Date 

% of Total 

Objective 
Accomplished 
to Date** 

Enroll 6,500 
children in 
public 
insurance 
programs 
(Medicaid, 
CHIP, BHP, 
and Children’s 
Health 
Program)  

Accepted 
applications 

and 
renewals 

for 
Medicaid, 
CHIP and 
CHP, for 
children 
under 19 

1,420 3,043 117% 1,322 6,500 5,785 89% 

Increase by 
5,000 the 
number of 
community 
agency trained 
regarding 
recommended 
preventive 
care, health 
insurance, and 
linkage to 
medical and 
dental homes 

Number of 
staff trained 

2,783 3,528 176% 899 5,000 7,210 144% 
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2007–2010 
Objectives  

Key 
Measures 

Outcomes 

  
2007 

Results 
2008 

Results 

% of 2008 

Objective 
Accomplished 

2009 

Results 
to Date 
(through 
June 
2009) 

Total 

Objective 
2007–
2009 

Total 

Results 
to Date 

% of Total 

Objective 
Accomplished 
to Date** 

Provide 5,000 
parents of low-
income 
children 
especially in 
isolated 
immigrant 
groups with 
culturally 
appropriate 
health 
education and 
guidance 
regarding 
recommended 
preventive 
care, health 
insurance, and 
linkage to 
medical and 
dental homes  

Number of 
parents or 
caregivers 

trained 

4,831 3,764 251% 1,725 5,000 10,320 206% 

Provide 2,700 
low-income 
children 
especially in 
isolated 
immigrant 
groups with 
culturally 
appropriate 
health 
education and 
guidance 
regarding oral 
health, and 
general 
preventive care 
for teens 

Number of 
children 
receiving 

preventive 
health 

education 

N/A (not 
originally 
identified 

as an 
objective) 

2,794 233% 2,485 

2,700 
(for 

2008–
2009) 

5,279 N/A 
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2007–2010 
Objectives  

Key 
Measures 

Outcomes 

  
2007 

Results 
2008 

Results 

% of 2008 

Objective 
Accomplished 

2009 

Results to 
Date 

(through 
June 
2009) 

Total 

Objective 
2007–
2009 

Total 

Results 
to Date 

% of Total 

Objective 
Accomplished 
to Date** 

Decrease 
persistent 
cultural 
barriers for 
300 families in 
isolated 
immigrant 
groups re: 
insurance, 
access, or 
health system 
navigation 
issues  

Number of 
families 
assisted 

104 189 189% 249 300 542 181% 

Establish 
medical homes 
for 4,500 
children 

Number of 
children 

completing 
> 1 

medical 
visit 

82% 4,500 

Establish 
dental homes 
for 3,000 
children 

Number of 
children 

completing 
> 1 oral 

health visit 

49% 

Available data through 
2008 showed 73% of 
children enrolled had 
established a medical 
home and 40% had 
established a dental 

home 

This is preliminary 
data given the lag in 

claims reporting 

Complete 
data on 
medical 

and 
dental 
homes 
will not 

be 
available 
for 2009 
clients 
until 
2010 

3,000 

Not available until 
2010, due to lag time 

for claims data 
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2007–2010 
Objectives  

Key 
Measures 

Outcomes 

  
2007 

Results 
2008 

Results 

% of 2008 

Objective 
Accomplished 

2009 

Results 
to Date 
(through 

June 
2009) 

Total 

Objective 
2007–
2009 

Total 

Results 
to Date 

% of Total 

Objective 
Accomplish

ed to 
Date** 

Increase the 
percentage of 
3–6 year old 
children who 
are up-to-date 
on EPSDT 
visits* 

HEDIS 
measures 

for 3–6 year 
olds* 

Data from clinics 
reporting on this 

improvement area 
show an increase of 

4% and a decrease of 
13% 

 N/A 

Increase the 
number of 
children with a 
oral health visit 
by age 1 by X* 

Number of 
children 
receiving 

oral health 
check by 
dentist or 

physician by 
18 months*  

 
Data from clinics 
reporting on this 

improvement area 
show increases from 
contract start to Dec 
2008 of 42%, 49%, 
114%, and 257% 

 N/A 

3 year data on these 
measures will be 
available in 2010 
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2007–2010 
Objectives  

Key 
Measures 

Outcomes 

  
2007 

Results 
2008 

Results 

% of 2008 

Objective 
Accomplished 

2009 

Results 
to Date 
(through 
June 
2009) 

Total 

Objective 
2007–
2009 

Total 

Results 
to Date 

% of Total 

Objective 
Accomplished 
to Date** 

Increase the 
number of 
fluoride 
applications for 
children by X* 

Number of 
fluoride 

varnishes 
and/or  % 
of children 

with 
EPSDT 

receiving 
fluoride 
varnish* 

Data from clinics 
reporting on this 

improvement area 
show increases of 

17%, and 104% for 0–
5 and 79% for 6–10 

 N/A 

Increase the 
number of 
children with 
immunizations 
up-to-date by 
X%* 

 HEDIS 
measures 
for 19–35 
months* 

Data from clinics 
reporting on this 

improvement area 
show increases of 6%, 
22%, 63%, and 79% 

 N/A 

Increase the 
number of 
children 0–5 
who receive a 
structured 
developmental 
assessment by 
X%*  

% of  0–6 
yr olds 
with 

EPSDT 
receiving 
validated 

screening*  

 

Data from the clinic 
reporting on this 

improvement area 
show an increase of 
3% (from 87% to 

90%) 

 N/A 

Data on these 
measures will not be 

available because 
information reported 

by clinics is for all 
children served by the 
clinics, rather than all 
CHI-enrolled children 

** Jan 2007 – May 2009 = 81% of the three year period  
*   Contracted clinics were asked to choose two of these five areas for improvement. Data on the measures reported by clinics 
with care coordinators are for all children at those clinics, not just CHI-enrolled children. Objectives varied in percent 
improvement dependent on clinic’s baseline. 
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Enrollment  

The CHI has been successful in enrolling a large number of children, accounting for a high percentage of 
the total number of children enrolled in the state and registering a high approval rate for CHI-submitted 
applications. While approximately one-fifth (19%) of low-income children reside in King County, the CHI 
was responsible for nearly two-thirds (64%) of enrolled children in the state. In addition, the approval rates 
for applications submitted by the CHI, looking at data from the fourth quarter of 2008, was 66% higher 
than the rest of the state, at 82% for CHI-submitted applications and 54% for Washington State excluding 
King County. 

The CHI has enrolled 5,785 children in publicly-funded healthcare insurance since the program began in 
January 2007. The program is on track to meet its three year enrollment goal of 6,500 children.  

CHI Children Enrolled  2007-2009
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Trends suggest that the fall of 2009 will be increasingly busy, similar to an active fall of 2008, due to the 
beginning of the school year and job losses. The CHI enrolled 906 children during the fourth quarter of 
2008, which is 27% more than the average number enrolled in the first three quarters of the year. The 
following table and chart show CHI applicants and approvals by month. 

 

 
Jan 
2009 

Feb 
2009 

Mar 
2009 

Apr 
2009 

Submitted Applicants 289 543 787 1,002 

Approved Applicants 156 321 551 815 
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Approval rates for applications submitted by PHSKC for King County children are high. Because 
applications often include more than one child per family and DSHS reports on approved children rather 
than applications, it is impossible to report an exact approval rate for applications. However, using DSHS’s 
estimate that an average of 1.7 children are submitted on each application and including the children that 
had been previously covered through Medicaid, which are counted separately from new approvals, finds that 
PHSKC’s approval rate of 82% for the fourth quarter of 2008 is considerably higher than the balance of the 
state’s rate of 54%. The following chart shows the available and estimated numbers. 

 

 Submitted 4th Quarter 2008 Total Children Enrolled** 

 

Submitted 
Applications 

Submitted 
Children* 

Number of 
Children 
Enrolled 

Percentage of Children 
Enrolled 

WA State Total 3,203 5,445 3,657 67% 

CHI – King County 1,507 2,562 2,097 82% 

Rest of WA State, excluding King County 1,696 2,883 1,560 54% 

*  The number of children submitted on applications for coverage is an estimate based on DSHS’s average of 1.7 children per 
application.  
** Total children enrolled includes both new enrollees and children who were previously enrolled in Medicaid that retain or regain 
coverage.  
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Analysis shows that King County’s enrollment of children is increasing more quickly than enrollment for 
children in the rest of Washington. While rates for the first two months of the initiative, January and 
February of 2007, were similar for King County and the rest of the state, starting in March 2007 enrollment 
growth in King County has been considerably larger than that in the rest of the state—increasing over 1% 
per month for King County compared to 0.7% per month for the rest of Washington. The following chart 
shows the annual rate of growth in children’s enrollment for King County and the rest of the state for this 
period.  

 

 
 

Overall, children’s enrollment in Medicaid and CHIP has grown more quickly in King County than in the 
rest of Washington since December 2006, one month before the CHI began. The CHI had a pilot phase 
from January 2007 to March 2007 and expanded to full size between April and June 2007. At fully funded 
status, the CHI and other King County outreach agencies were able to increase children’s coverage at a 
substantially faster rate than the rest of the state. King County children’s health coverage grew 19% (from 
106,852 in January 2007 to 127,087 in February 2009) while the rest of Washington’s enrollment grew by 
14% (from 553,630 children in January 2007 to 633,126 in February 2009).1  See the chart on the following 
page. 

                                                
1 Includes children ages 0 – 19 enrolled in the Children’s Medical Program and Medicaid Categorically Needy (CN) Family 
Medicaid Program and Blind/Disabled. Also includes any enrollees in this age group that may qualify for Medicaid 
pregnancy coverage. 

Annual Rate of Growth in Children's Enrollment, 
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Children's Medical Program Enrollment Growth since 1/07, 
King County and the Rest of the State, 1/07 to 2/09
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Data from safety net clinics in King County shows an increase in the number of children served with 
healthcare coverage and an increase in the total number of children served regardless of insurance status. 
From 2007 to 2008, the proportion of children served by the safety net clinics who were uninsured 
decreased from 19% to 13%. The chart on the following page shows the increase in total children served 
and the decrease in the number of uninsured children. 
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The decrease in uninsured children and increase in total children served are partially explained by expanded 
eligibility requirements, as well as CHI and clinic efforts to enroll children in coverage and link them to care. 
In contrast, the proportion of adults who were uninsured stayed the same (at 48%) and the number of 
uninsured adults served at safety net clinics remained nearly the same (with 46,913 served in 2007 and 
46,206 in 2008). 

Geographic, Racial, and Ethnic Distribution of Children Enrolled through the CHI 

The CHI was effective in reaching a broad range of children across racial, ethnic, and geographic lines. The 
table on the following page shows the distribution of children enrolled through the CHI by health planning 
area. The greatest number of enrolled children were living in Federal 
Way, followed by Kent, Burien/Des Moines, and White 
Center/Boulevard Park. Enrolled children, however, also lived 
throughout North and East King County.  

Insurance Status of Community Health Center, Odessa Brown, HMC  

Clinic and Public Health Center  Clients Age 18 and Under, 2006 – 2008 
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50,000 

60,000 
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Total children  

Uninsured children 

19% 17% 13% 

“By training others to work with families on 
their applications and figure out what’s 
needed to get them enrolled, we’re 
expanding our capacity multi-fold.” 

–Access & Outreach Supervisor 
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Health Planning Area 
Number of 
Enrolled 
Children 

Percent of 
Enrolled 
Children 

Health Planning Area 
Number of 
Enrolled 
Children 

Percent of 
Enrolled 
Children 

Auburn  203 3% 
Lower Valley & Upper 
Snoqualmie 

12 <1% 

Ballard-Fremont-
Greenlake 

51 1% 
Mercer Island/Point 
Cities 

2 <1% 

Beacon & SE Seattle 263 4% N Seattle/Shoreline 152 2% 

Bellevue  63 1% NE Seattle  39 1% 

Bothell/Woodinville 63 1% Queen Anne/Magnolia 26 <1% 

Burien/Des Moines 459 7% Redmond/Union Hill 12 <1% 

Capitol Hill/Eastlake 4 <1% Renton  367 5% 

Cascade & Covington 131 2% Southeast King County  20 <1% 

Downtown & Central 104 2% Tukwila/SeaTac 184 3% 

Federal Way  2,929 43% Vashon Island  10 <1% 

Issaquah/Sammamish 20 <1% W Seattle/Delridge 192 3% 

Kent  971 14% 
White Center/Boulevard 
Park  

498 7% 

Kirkland  26 <1%    

 

 
 
 

CHI-enrolled Applicants by Region
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Both PHSKC CHI-funded staff and the community-based agencies that the CHI contracted with were 
successful in enrolling children from diverse racial and ethnic communities. Overall, PHSKC CHI staff were 
responsible for approximately 93% of the children enrolled through the CHI. Most (71%) of these children 
were Hispanic/Latino. In comparison, no one racial group represented a majority among the children 
enrolled by community-based agencies, where enrolled children were 48% Hispanic/Latino, 19% 
Black/African American, and 19% White/Caucasian. The charts below and on the following page show the 
race and ethnicity of enrolled children over the 2007 – 2009 time period. 

 

 

 

Race/Ethnicity of Children Enrolled by PHSKC Staff 
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1% Multiracial/Other 
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PHSKC and community agency staff did not record race and ethnicity in a uniform way. For example, some 
agencies listed only race, while others listed only ethnicity or language. In order to facilitate comparison, the 
preceding charts combine several racial and ethnic categories, which likely contributes to a degree of 
inaccuracy. For example, all of the children that community-based agencies coded as African immigrants are 
included in the Black/African American category, although their race is unknown. Similarly Russian, 
Ukrainian, Polish, and Armenian immigrant children are grouped with White/Caucasian children. However, 
although the categorization may contain inaccuracies, comparison of the two charts shows that while the 
children that PHSKC staff enrolled were comparatively more likely to be Hispanic/Latino or Asian/Pacific 
Islander, children enrolled by community agencies were comparatively more likely to be American Indian, 
Black/African American, or White/Caucasian.  

A key goal for the CHI is ensuring access to care for communities more likely to be uninsured and that 
experience greater barriers to accessing medical and dental care due to language or culture. Therefore, it is 
important for the CHI to consider the impact on enrollment of racial and ethnic groups in making decisions 
about the best outreach and enrollment strategies. The chart on the following page shows the contribution 
of community-based agencies compared to PHSKC staff in enrolling different racial and ethnic groups. 
PHSKC staff are responsible for enrolling the vast majority of children in most racial and ethnic categories, 
for example, enrolling 96% of the Asian/Pacific Islander children. The one category in which community 
agency staff were more successful was enrollment of Native American/Alaska Native children. Of the 32 
Native American/Alaska Native children enrolled through the CHI, 69% were enrolled by PHSKC staff 
and 31% through community-based agencies.  

 

 Race/Ethnicity of Children Enrolled by Community-based Agencies  

2% American Indian/Native American/
        Alaska Native 

5% Asian/Pacific Islander 

19% Black/African  
         American/African

48% Hispanic/Latino/Spanish

5% Multiracial/Other

2% Unknown 

18% White/Caucasian/English/Russian/ 
          Ukrainian/Polish/Armenian 
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Percent of Children Enrolled by PHSKC CHI Staff and Percent of Children Enrolled by PHSKC CHI Staff and Percent of Children Enrolled by PHSKC CHI Staff and Percent of Children Enrolled by PHSKC CHI Staff and 
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The differences in how community agencies coded race and ethnicity make it difficult to compare 
enrollment of immigrants. While some of the community-based agencies tracked their enrollment of 
African, Russian, Ukrainian, Polish, and Armenian immigrants, other agencies and PHSKC’s CHI staff 
recorded race only—entering these children within broader White/Caucasian and Black/African American 
race categories. The preceding chart shows enrollment of immigrant children for the agencies that recorded 
this information separately; however, it would be incorrect to infer that PHSKC staff did not enroll African, 
Russian, Ukrainian, Polish, and Armenian immigrants.  

Research has shown that outreach to families is often more effective when outreach staff speak the families’ 
language and share their ethnicity. Therefore, many public health programs strive to hire staff that share the 
language and ethnicity of the communities they target for outreach. Analysis of enrollment data shows that 
the ethnicity of PHSKC CHI staff correlates with the ethnicity of uninsured adults in King County (data on 
the ethnicity of uninsured children in King County is not available). As the following charts show, PHSKC 
CHI staff were slightly more likely to be Latino than the uninsured adult population and considerably more 
likely to be African American or Asian. PHSKC CHI staff were significantly less likely to be Caucasian as 
compared to the uninsured adult population.  
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Establishing a Medical and Dental Home 

The CHI has worked with DSHS throughout the past three years to obtain accurate state data to calculate 
the percentage of enrolled children who establish medical and dental homes. Many of the data issues have 
been resolved, but the 2007 and 2008 data shown on the following page should be considered preliminary, 
as the available data from DSHS are inconsistent.  

Analysis of the data available, however, shows that 73% of children enrolled in public health insurance 
through the CHI through 2008 had established a medical home (defined as one visit to a physician) and 
40% had established a dental home (defined as one visit to a dentist). This rate will likely improve over time 
as data from claims continue to become available. Interviews with CHI-enrolled families, for example, 
found that only 3% reported that their child had not received care, suggesting that children in 97% of the 
interviewed families may have established a medical home.  

Asian  
17% 

Caucasian  
17% 

Latino 
41% 

African American  
25% 

Ethnicity of PHSKC CHI Staff

 

Ethnicity of Uninsured Adults in King County  

African 
American  

11% 
Asian  

7% 

Caucasian  
52% 

Latino 
30% 

Source: BRFSS—King County adults aged 18–
64, for the years 2006–2008 combined. 
Accurate data for uninsured children is 
unavailable. 
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Children Enrolled by the CHI  

(through 4th Quarter 2008) 

Number Percent 

Children With a Medical Home 2,662 73% 

Children Without a Medical Home 964 27% 

Children With a Dental Home 1,466 40% 

Children Without a Dental Home 2,160 60% 

 

These results are comparable and in some cases higher than findings from counties in California with similar 
Healthy Kids programs. The following table shows the percentage of children who established a medical 
home with the Healthy Kids program, compared to the percentage of children with a medical home without 
the program. 

 

 

County 

Percent of Children with a Medical 
Home with Healthy Kids 

Percent of Children with a Medical 
Home without Healthy Kids 

Los Angeles 76% 70% 

San Mateo 59% 42% 

Santa Clara 54% 32% 

 

 

Preventive Health Improvements in Safety Net Clinics 

To support the overall goal of improving children’s health status, the CHI contracts for care coordinator 
positions in six safety net clinics. These care coordinators use quality improvement techniques to expand the 
delivery of comprehensive preventive services, remove barriers to care, and ensure children’s completion of 
treatment. In the future, data will measure changes in immunization rates, oral health visits, and well-child 
checks for all children enrolled by the CHI. In the meantime, since data on the outcomes in these areas are 
not yet available for the children enrolled by CHI as a whole, data from the safety net clinics with care 
coordinators provide some useful reference points about the results for four of the objectives, which is 
shown in the measurement and evaluation table beginning on page 20. 

The safety net clinics with care coordinators were asked to select and report on two of the preventive health 
measures. Data on the measures reported by these clinics are not exclusively composed of CHI-enrolled 
children, but of all children served at those clinics. The improvements in their delivery of early preventive 
care are substantial. The chart on the following page shows the objectives and the rates of change for each 
clinic that reported on the measure. 
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Objective  
Rates of Increase at Clinics,  

from Contract Start to Dec 2008* 

Increase the number of children with an oral 
health visit by age 1  

42%, 49%, 114%, 257% 

Increase the number of fluoride applications for 
children  

For age 0–5: 17% and 104% 

For age 6–10 : 79% 

Increase the number of children with up-to-date 
immunizations  

6%, 22%, 63%, 79% 

Increase the number of children age 0–5 who 
receive a structured developmental assessment  

3% (from 87% to 90%) 

Increase the percentage of 3–6 year old 
children who are up-to-date on EPSDT visits 

4%, decrease of 13% 

*Contracted clinics were asked to choose two of these five areas for improvement. Data on the measures reported 
by clinics with care coordinators are for all children at those clinics, not just CHI-enrolled children. Objectives 
varied in percent improvement depending on the clinic’s baseline. 

 

Effectiveness of CHI Strategies: 2009 Process Evaluation  

A process evaluation conducted in 2009 provided insight on which strategies were most important in 
making the CHI’s Access and Outreach component successful. The report’s findings are included in the 
appendices. The report categorized the CHI’s Access and Outreach strategies into four primary 
components: 

� Step One: Locating low-income families and informing them about the availability of health 
insurance coverage for their children  

� Step Two: Assisting families with the application and enrollment process  

� Step Three: Helping families connect with a healthcare provider for their children  

� Step Four: Teaching families about the importance of preventive care and ensuring that children 
receive preventive services  

Looking at Access and Outreach as a whole, the 2009 process evaluation included the following overall 
systems conclusions: 

Supervisory Structure 

� The provision of funding for supervisory positions is an important ingredient in achieving 
accountability. The current supervisor to outreach and application worker ratio of 1:4 or 1:5 allows 
supervisors to provide individual support and training for staff.  
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� By making effective use of the existing trained staff and supervisors at PHSKC, the effort avoided many 
of the pitfalls of other new initiatives, particularly a slow start and disappointing results during the early 
years.  

Outreach Staff  

� The recognition that the Access and Outreach jobs are complex in nature and require significant skills in 
system negotiation, advocacy, client education, and creative problem-solving leads to hiring and 
retention of a strong staff group. Successful staff in these positions are detail-oriented with good people 
skills, strong computer skills, in-depth understanding of the Medicaid eligibility rules, and are familiar 
with community resources in order to make effective referrals.  

� Provision of support staff to assist the outreach workers with the clerical activities that are part of the 
outreach and application processes frees up outreach worker time to enroll additional families and help 
link them to care. 

� Delivery of staff training at community agencies such as schools, along with the provision of tools and 
information, helps develop stronger identification and referral, and in some cases, enrollment expertise 
among the Health Department’s community-based partners.  

Performance Measures 

� The Health Department’s Program has been more productive and registered lower per-unit costs in 
enrolling families in health coverage and linking them to care than the community-based organizations 
under contract to perform these functions. 

� Establishment and use of clear performance standards for the program staff and tracking performance 
against these standards on a regular basis provides critical accountability for staff and managers.  

Relationship with DSHS 

� The commitment to working in partnership with DSHS and community service office (CSO) staff is 
essential to ironing out the system-level problems that eat up so much of the Access and Outreach 
staff’s time and energy. While the relationship with DSHS and CSO staff has improved, the time that 
CHI staff spend negotiating with state staff for approval of client applications is an enormous drain on 
the system.  

� The weakest link in the application/enrollment/renewal process appears to be the prompt from DSHS 
for renewal—alerting families about the importance of recertifying their eligibility. This results in 
families losing their coverage and repeating the application and enrollment process. 

Program Management 

� As it was formed through a merger of two existing programs, implementation of the program occurs in 
multiple organizational units within the Health Department. This division of responsibility is 
coordinated effectively by the managers currently in place, whose strong informal relationship helps to 
ensure that the program functions smoothly. However, this coordination would require attention if staff 
changes over time.  
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Based on analysis of outcomes and cost efficiency at the end of 2008, PHSKC discontinued contracts for 
community health workers for most of the community-based agencies funded through the CHI. The 
process evaluation also analyzed Access and Outreach strategies from the perspective of cost and total 
numbers of children enrolled. In order to make a rough comparison, the analysis excluded costs such as the 
salaries of supervisors and the program manager and counted units of service as a combined number of 
enrolled children, children linked to a physician, and children linked to a dentist.  

The analysis found that CHI PHSKC staff enrolled a higher number of children in coverage and cost less 
per unit than community-based agencies, with 4,664 units of service and a cost per unit of $73 for CHI 
PHSKC staff compared to 636 units of service and a cost per unit of $215 for community-based agencies. 
The CHI PHSKC staff’s outreach efforts may have incurred lower costs for a number of reasons, including 
longer experience in this task, the amounts of funding provided, and/or previous experience with 
performance-based accountability approaches. It is possible that CBOs may be highly effective in identifying 
and informing many families about their potential eligibility for coverage, who then apply on their own or 
with assistance from other sources. However, unless the CBOs help the families complete the application 
process, their impact on application and enrollment will not show up in the data that is available. 

The Promotora Program, CHI’s Spanish-speaking community volunteers and which has been operating for 
one year, seems promising with 642 units of services delivered at a cost per service of $124, particularly 
given that costs per service are often higher in the start-up year. The promotoras were also highly effective 
in connecting children to medical and dental homes, including children who already have coverage but are 
not accessing care. Since the completion of training in July 2008, the promotoras have helped families with 
424 physician and dentist appointments for their children. 

Challenges 

Over the last three years, the Access and Outreach team has encountered both challenges and many lessons 
learned. The challenges occurred in four main areas:  state systems, the economy, issues concerning schools, 
and availability of data to track progress and results.  

State Application and Renewal Processes 

� The most common barriers to successful applications are income verification, citizenship 
documentation, and signature. 

� The renewal process results in far too many children losing coverage each month, creating time-
consuming and expensive re-enrollment processes, including assisting with plan and provider 
changes when families are re-assigned to different providers, and loss of continuity of care.  

� The CHI found that 38% of the children it enrolled had previously been covered by Medicaid. 
While the CHI’s work with the children in this category is helpful in ensuring that they retain and 
regain their coverage, the large number of children in this category illustrates a need to improve 
renewal procedures to better retain children in coverage.  

� The error rate in applications denied is high. CHI staff spend a considerable amount of time 
communicating with DSHS staff about the correct application of eligibility regulations. 

� Budget reductions have led to delays in application processing time. 
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� With the large increase in volume of Basic Food applications (due to eligibility increases and the 
economy), many more families are applying for both Basic Food and Children’s Medical. These 
applications are processed by the local CSO, which is slower and less accurate than the Medical 
Eligibility Determination Section to which applications for Children’s Medical only are sent. 

� All of these issues result in CHI Access and Outreach staff spending more time on the enrollment 
process than might otherwise be true—leaving them with less time to help link families and 
children to care and moving children toward health improvements. 

Economic Downturn  

� The large volume of newly unemployed and newly uninsured families has kept staff extremely 
busy processing applications—leaving less time for outreach to harder to reach populations, 
linkages to medical and dental care, and health 
improvement efforts. 

� The state and county budgets are experiencing 
significant deficits which has decreased funding for 
PHSKC and for state outreach activities. 

� With King County’s funding for CHI Access and Outreach activities scheduled to end in 
December of 2009, and the need for the program’s activities remaining high, CHI managers have 
worked to plan and secure funding for a pared-down and sustainable program for the future. 

Schools 

� King County’s 19 different school districts, each with their own data systems, policies, and 
procedures, make it very difficult to work systematically with schools, requiring differing strategies 
and interactions with each district. 

� The interpretation of DSHS staff of the guidance from the Center for Medicaid and Medicare 
concerning Medicaid Administrative Match (MAM) funds, makes it extremely difficult to partner 
with school districts that also receive MAM funds—which includes all major south King County 
districts. Currently, in order to honor the partnerships created and responsibly serve the 
community, but also comply with the state interpretation, PHSKC provides services without 
claiming match funds for outreach. This will not be a sustainable option in the future when funds 
are more limited.  

Data Availability 

� Although the DSHS data analyst works hard to problem-solve with CHI staff and despite the data 
share arrangement in place, data remain inconsistent and are not available in a timely fashion—
making it difficult to conduct the analysis of children establishing medical and dental homes. The 
delayed data, due to a lag time of up to 18 months for claims to be submitted and reported, makes 
it almost impossible to use the data for its other intended purpose, which is to follow up with 
families who have not established care. When CHI staff follow up with families that have no 
record of a medical or dental visit using the most recent data from DSHS, many families state that 
their children have already seen a physician or dentist, but these visits are not yet included in the 
reported data. A new approach to statewide reporting on medical and dental linkage is needed to 
achieve the state goals of not only providing healthcare coverage for all children by 2010 but 
linking them to medical homes and improving their health. 

“The volume of families that need health coverage for 
their children due to job losses is growing steadily. The 
volume of service requests the Program is seeing today 
is significantly greater than it was six months ago.” 

–Access & Outreach Supervisor 
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Lessons Learned  

� Getting children insured and into care requires sustained efforts to identify and enroll uninsured 
children, educate families about the importance of health coverage and preventive care, and provide 
families with information about how to navigate 
the health system.  

� The CHI experience reinforces what research has 
shown to be true, that outreach and enrollment 
efforts are most successful when done 
continuously as an on-going process rather than a 
time-limited campaign. Until universal coverage 
exists there will always be newly eligible families, 
and until the enrollment and retention systems are radically simpler, families will require help in order 
to successfully enroll their children. Stopping and starting enrollment efforts is costly, ineffective, and 
destroys families’ trust. 

� It is important to target difficult to reach populations who may be geographically or culturally isolated 
from care and mainstream messages about the availability of coverage. Without targeted efforts, access 
and outreach will only enroll and link the easiest to reach families. 

� Advocating for families, 
particularly in the application 
process with DSHS, is critically 
important. Staff time and effort to 
follow-up on applications help 
ensure that eligible children get 
enrolled. 

� CHI managers have found that investments in robust outreach make it possible to achieve substantial 
gains in enrollment. They believe that, while this type of one-on-one targeted outreach will always be 
necessary to serve the most difficult to reach populations, greater results could be achieved if federal 
and state systems for enrollment were streamlined and automated. This would make it possible to use 
available funding more efficiently by providing one-on-one assistance only for those families with 
multiple barriers and freeing up resources to link children to medical and dental homes and improve 
their health. 

� Partnering with community organizations and schools extends the reach of a small staff in a large 
county. There are only so many hours in a day for CHI workers to seek out and help families with 
applications and navigating the healthcare system. Without the community partners, many fewer 
families would have been enrolled in coverage and linked to care. 

� The promotoras expand outreach to parts of the community that may not trust social service agencies 
a great deal or that may have other barriers in reaching services. They are effective in reaching out to 
Latino families, many of whom may be unwilling to seek assistance at a mainstream agency.  

� Emphasizing the linkage step in the process is important. While many families can make their way to a 
physician or dentist, many others face significant barriers to connecting with a provider and some have 

“If they know someone is going to follow up to check on 
them, they’re more likely to follow through and do it. I was 
on welfare growing up, so I know that mindset. I tell them I 
know what reality is. Teeth aren’t always that important 
when rent is due and your car broke down. Knowing that the 
follow up call is coming provides that extra motivation.”   

–Access & Outreach Worker 

“A Mount View child, who was very sick, was connected with a doctor that 
was able to treat him. He had missed school for five days and, because the 
mother assumed her children were not eligible for insurance, she had not 
taken him to the doctor. With no income, no way to transport her family, 
and limited English skills, she was completely lost.” 

–CHI Outreach Worker  
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had negative experiences in the past that impede them from making and keeping the appointments 
their children need. 

� Making sure that children receive preventive services—both CHI-enrolled children and all children 
that receive services at safety net clinics—is important to improving children’s health in King County.  

� Clear performance standards and regular tracking provides critical accountability. The supervisory 
infrastructure in King County’s program, and its strong focus on accountability, may be a key factor in 
the productivity shown by the outreach workers. In addition, the county’s utilization of a data tracking 
system supports performance measurement.  

� The depth of experience among the CHI’s Health Department staff, the funding and infrastructure for 
their consistent supervision, and the supervisors’ focus on accountability, performance standards, and 
data tracking likely contributed to the higher productivity and cost-effectiveness of the Health 
Department Access and Outreach team in enrolling families in coverage and linking them to care. 

� Major state-wide system changes such as express lane eligibility, self declared income, and automatic 
renewals are needed to simplify enrollment for most children, allowing local outreach workers to focus 
on the most vulnerable families and assuring linkage to medical and dental homes. 
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Advocacy & Alignment 

Purpose 

The Children’s Health Initiative works in partnership with community coalitions 
and the State of Washington to increase low-income children’s enrollment in publicly-funded health 
insurance and to improve their access to preventive and primary medical and dental services. A critical 
element in this partnership involves advocating with federal and state-level elected and appointed officials to 
achieve passage and implementation of laws that increase the number of children who are eligible for 
publicly-funded insurance. Passage and implementation of such laws is an essential step in reducing the 
significant disparities in children’s health by race, ethnicity, region, and income in King County and 
throughout the state.  

Since its inception in 2007, the CHI has worked to 
expand healthcare coverage for low-income children, 
improve eligibility and enrollment systems, and increase 
recognition of the importance of preventive care for 
children. These advocacy efforts became even more 
important as the economic environment worsened in 
2008 and 2009 and the recession caused millions of 
families to lose health coverage. Nonetheless, there were also victories during this challenging time, 
including the passage of a federal children’s health coverage expansion (the Children’s Health Insurance 
Program Reauthorization Act of 2009), the Obama administration’s stimulus package which provided 
substantial increases in federal Medicaid funding, and Washington State’s passage of House Bill 2128 which 
raised income eligibility to 300% FPL.  

The CHIPRA legislation, one of the first laws signed by President Obama, includes funding for outreach 
grants to organizations that help low-income families who may be eligible for publicly-funded benefits. In 
addition, states will receive bonus payments if they adopt administrative streamlining measures, such as 
express lane eligibility, as part of their outreach efforts. CHI staff and community partners will continue to 
work with the state to ensure implementation of as many of the administrative streamlining measures as 
possible. These improvements will enable thousands of children across the state to gain and retain health 
coverage. In addition, the CHIPRA legislation includes grant funding for outreach.  

Results 

The focus of CHI’s advocacy work over the last year was to ensure that the state’s implementation of 
strategies, policies, and budget priorities supported increased access to healthcare for all children, despite the 
substantial economic slowdown. The resulting advocacy efforts included: 

� Maintaining support for state outreach funding despite state budget fluctuations 

In the face of a $9 billion state deficit and with subsequent assistance from the federal government in 
the stimulus package, the eligibility expansion from 250% to 300% FPL and outreach funding were cut, 
reinstated, delayed, and finally retroactively implemented. State outreach funding will continue during 
the next two year period but at about half the level of the last biennium—$2.2 million for two years, 

 

 

“The families and system advocacy that we do with DSHS are 
invaluable. It’s critical that we help individual families navigate the 
system, but seeing things that aren’t working and bringing it to 
DSHS’ attention helps everyone, not just the families we’re 
working with. And it really works now that we have established a 
relationship, a partnership, with DSHS.” 

–Access & Outreach Supervisor 
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compared to $4.4 million in the past. CHI staff closely tracked and worked collaboratively with state 
staff and community advocates to influence these state actions. 

� Contributing to the development of children’s health priorities for the 2010 legislative session through 
leadership activities with the Health Coalition for Children and Youth 

� Testifying and working to support the passage of HB 2128 to expand children’s coverage, which was 
successful even during the economic downturn 

� Testifying and supporting WithinReach’s organizion of support for the passage of electronic signature 
legislation, which will enable true online enrollment, through HB 1270 

� Working through CHI Steering Committee members’ federal connections to support a federal CHIPRA 
feature that allows dental-only coverage for CHIP children who have private medical coverage but no 
private dental coverage 

� Representing the local government perspective on a national Kaiser Commission for Medicaid and the 
Uninsured panel 

� Serving as an example of a successful community-based public health initiative in a recent Trust for 
America’s Health state-by-state list created to support federal health care reform efforts 

� Disseminating CHI evaluation results  

Two CHI presentations, one on outreach findings and one on the promotoras’ experiences, are 
upcoming at the November 2009 American Public Health Association meeting in Philadelphia. The 
CHI also reported results to the Kellogg Foundation to disseminate findings regarding methods to 
increase developmental screening and preventive dental care among low-income children. 

� Advancing online enrollment for health coverage and other public benefits  

CHI’s efforts to advance the concept of online enrollment in Apple Health through ParentHelp123 has 
helped to inspire an initiative by philanthropies, community organizations, and the state to use 
technology to help low-income families gain access to resources, including tax credits, health care, 
nutrition supports, child care subsidies, income supports, and college loans and scholarships. This 
initiative is also incorporating the model of public-philanthropic collaboration used by the partners who 
created the CHI. 
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Electronic Signature Legislation 

On January 26, 2009, CHI staff and the King County lobbyist submitted written testimony to state House 
and Senate committees that were considering legislation to permit the use of electronic signatures (HB 
1270). This legislation will allow electronic signatures for online applications for Medicaid and the Basic 
Health Plan and will greatly improve the functionality of online enrollment systems. 

CHI and a number of community partners attended the bill signing on April 24, 2009. 

 
April 24, 2009 bill signing for HB 1270 to permit electronic signatures for Medicaid and the Basic Health Plan in 
Washington State. From left to right accompanying Governor Christine Gregoire: Kirsten Wysen, CHI staff-
PHSKC; Patty Hayes, WithinReach; Preston Cody, Basic Health Plan; Rep. Tami Green; Nancy Newcomb, Basic 
Health; Kelly Foster, Basic Health; Mary Fliss, PEBB Program, Health Care Authority and Teresa Mosqueda, The 
Children’s Alliance. 

Children’s Health Bill Legislation  

On February 3, 2009, CHI staff provided testimony regarding the King County Children’s Health Initiative 
to the Health and Human Services Appropriations Committee Work Group and expressed the importance 
of continuing to invest in outreach. CHI staff explained that state outreach dollars allow local communities 
to enroll children in coverage and provide access to the services that can improve their health. This 
increased access to care can save money for the state and safety net providers by linking children with 
preventive services that have the potential to reduce the demand for avoidable and expensive acute care. 

The final version of HB 2128 that passed the legislature on April 22 strengthens the Apple Health for Kids 
program by taking full advantage of federal funds, encouraging improved enrollment and renewal 
procedures, and creating a buy-in coverage option for families with incomes over 300% FPL. The new law 
also requires monitoring and reporting on children’s health status to ensure that their health is improving 
with coverage.  
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On May 12, CHI staff, many HCCY members, and the sponsoring legislators joined the governor for the 
bill signing at the Seattle Aquarium. 

 
May 12, 2009 bill signing for HB 2128 to support and strengthen Apple Health for Kids. From left to right 
accompanying Governor Christine Gregoire: Lisa Podell, Lan Nguyen, Annique Lennon, Pam Crone, 
Representative Larry Seaquist, Sofia Aragon, Laura Smith, Susan Johnson, Teresa Mosqueda, Molly Belozer, Erin 
Burchfield, Tom Byers, Laurie Lippold, Representative Dave Quall, Senator Claudia Kauffman, and Senator Jeanne 
Kohl-Welles.  

Communities Connect Initiative 

Through the Communities Connect Group Health Outcomes Grant Project, CHI staff worked 
collaboratively with other coalitions across the state to develop a common set of evaluation measures for 
access and outreach programs.  

Health Coalition for Children and 
Youth  

CHI staff worked with the HCCY to help 
develop and inform the 2009 and 2010 state 
legislative agendas. The legislative agenda 
identified full implementation of the 2007 Cover 
All Kids law as its highest priority. Specifically, 

HCCY worked during the 2009 legislative session to increase eligibility for Medicaid and CHIP to 300% 
FPL, to continue funding for outreach activities to identify and enroll families in health coverage, to increase 
funding for children’s developmental screening, and to expand mental healthcare to all children receiving 
state medical coverage through Apple Health. As follow-up to the 2009 state legislative session, CHI staff 
are working with a HCCY subgroup to monitor children’s health indicators that may be responsive to the 
economic downturn. Reporting on the effects of the recession on children’s health measures is of interest to 
several state legislators who support the Cover All Kids law. 

“The Health Coalition for Children and Youth has played an 
important role in addressing major policy issues related to health 
insurance coverage for children. The coalition is a strong advocate 
in resolving organizational barriers at the state level, particularly 
related to DSHS programs and policies. “ 

–Public Health Department Manager 
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Presentations at Washington State Conferences  

CHI staff shared lessons learned from King County’s outreach and linkage strategies at three statewide 
meetings in October and November 2008—the Joint Conference on Health, the Washington State 
Legislative Conference on Health, and the Children’s Alliance Children’s Health Summit. These 
presentations included panel discussions regarding CHI’s public/private partnership, health disparities, and 
promising practices in outreach.  

National Exposure, Consultation, and Advocacy 

The CHI received national exposure as staff presented CHI outreach results, promising practices, and 
program principles to a panel sponsored by the Kaiser Commission on Medicaid and the Uninsured. The 
webcast and transcript are available at:  
http://www.kaisernetwork.org/health_cast/hcast_index.cfm?display=detail&hc=3103  

 
January 23, 2009, Susan Johnson at the Kaiser Family Foundation’s Commission on Medicaid 
and the Uninsured’s panel of Children’s Health Coverage along with Jay Berkelhamer, 
President of the American Academy of Pediatrics.  

Two national groups contacted CHI staff to learn more about the approaches used by the CHI—one 
convened by a professor at Robert Morris University and another at The Health Technology Center 
(HealthTech), a nonprofit education and research organization established in 2000 to advance the use of 
beneficial technologies in promoting healthier people and communities. HealthTech is working on a project 
documenting successful outreach approaches for The Children’s Partnership, a national nonprofit child 
advocacy organization working to ensure that all children have the resources and the opportunities they 
need to grow up healthy and lead productive lives.  

Throughout the past months, CHI staff have advocated with national groups coordinating efforts for a 
successful reauthorization of the CHIP legislation. Following the inauguration of President Barack Obama, 
not only was outreach funding included in the reauthorization bill, but also a corrective amendment to allow 
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children covered by stand-alone medical insurance to receive Medicaid dental coverage. This gap in coverage 
was identified as a problem more than a year ago during the implementation of CHI’s KC Kids Dental 
program. The Washington Dental Service contributed to the successful advocacy for this modification to 
the CHIP program, which will improve children’s access to dental coverage. 

The CHI was used as an example of a successful community-based public health initiative for the Trust for 
America’s Health advocacy supporting national health care reform efforts that propose to invest more in 
public health and prevention efforts. More information is available at: http://healthyamericans.org/health-
reform.  

The CHI received acclaim from Scott Armstrong, CEO of Group Health Cooperative, who spoke at a press 
conference supporting the need for increased funding for public health, citing the CHI as a notable example 
of what public and private sectors can do together to reduce healthcare costs and improve health. In 
September 2008, the CHI was singled out for recognition in a publication of the American Hospital 
Association on children’s health coverage, titled Covering Kids and Families, which includes information about 
King County’s CHI and can be found in the Appendices of this report. Also in that month, CHI staff 
reported on the progress of the CHI to the Board of Trustees of Group Health Cooperative, which 
reaffirmed its support for such an undertaking and the commitment of its funding. 

Access to Benefits Initiative 

The CHI’s efforts to advance the concept of on-line enrollment in Apple Health through ParentHelp123 
has helped to inspire an initiative by leading philanthropies, community organizations and top State officials 
to use “best of class” technology to help low-income families gain access to a wide spectrum of resources 
that extend far beyond children’s health coverage. If the new initiative proves successful, families will have 
access to tax credits, health care, nutrition supports, child care subsidies, income supports, and college loans 
and scholarships in a single visit to a site equipped with an on-line portal and staff who are trained in its use. 
This “Access to Benefits Initiative” is also incorporating the model of public-philanthropic collaboration 
that was used by the partners who created the CHI. 

Challenges  

The 2008 – 2009 recession and the state’s corresponding need to cut $9 billion from a $33 billion annual 
state budget presented substantial challenges to efforts to improve children’s health coverage. The state will 
continue to fund a limited outreach investment and work towards covering all children in the state by 2010. 
CHI supports this investment and will continue to rely on such funding. 

Offsetting the state’s budget cuts were actions at the federal level, including the passage of CHIPRA, the 
stimulus package, and the federal budget which were key to retaining gains for children’s health in our state. 

Lessons Learned  

In the last 10 years, much has been learned in Washington State about which types of outreach activities 
yield the greatest enrollment gains. It is important for all outreach organizations to know what works and 
what does not so that in the future limited outreach and linkage funding can be well spent. CHI staff and 
other experienced outreach organizations will work through HCCY to disseminate these findings and best 
practices. 
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Coalitions have proven to be extremely valuable. HCCY is a place where children’s healthcare providers and 
advocates come together on a regular basis, find common ground, and develop coordinated state legislative 
priorities. 

The CHI overall has provided solid tangible outcomes that help to bolster policy improvement with 
supporting facts and figures demonstrating program success. This approach follows the King County Health 
Action Plan strategy of demonstrating the value of working through public/private partnerships, using 
proven pilots to achieve broader policy changes. 
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Online Enrollment Pilot Project 

Purpose  

The Online Enrollment Pilot Project helps families in King County apply for and 
stay enrolled in public health coverage and links them to services through WithinReach’s web-based 
screening and application tool at www.ParentHelp123.org. Currently, many low-income families face 
barriers to accessing coverage and services related to the paper application and enrollment process. 

In 2008 and 2009, WithinReach made significant progress toward two of CHI’s goals: completing the 
technical and policy changes needed for families to electronically submit state health coverage applications 
through ParentHelp123.org and completing a professional version, 
ParentHelp Pro, of the current web-based application tool for use by 
application and outreach workers enrolling families. WithinReach and 
CHI outreach staff will work together to develop the ParentHelp Pro 
application and CHI staff will select two pilot sites for beta testing of 
ParentHelp Pro. 

WithinReach’s user-friendly web application, ParentHelp123, screens applicants for eligibility for both 
health coverage (Medicaid, CHIP, Basic Health) and food assistance programs (Food Stamps, WIC), and 
allows users to quickly and easily fill out multiple program applications. From August 2008 to June 2009, 
7,266 King County residents using the screening website were found to be likely eligible for health coverage 
and 5,248 were likely eligible for Basic Food or the WIC Nutrition Program. 

Users found to be likely eligible may proceed to complete the online application process. They can choose 
to have their application routed by WithinReach (via e-fax when possible) or to print out their own 
completed forms, sign them, and mail them to DSHS. More than 85% of families choose to have their 
application routed for them. In 2009, the online enrollment pilot project worked with state DSHS staff to 
address the technical and policy issues required to create a seamless electronic submission process. 

WithinReach is currently developing the ParentHelp Pro software that workers and other outreach staff can 
use with families to rapidly fill out an application for benefits. This streamlined provider interface will allow 
case managers, outreach workers, eligibility workers, community health clinics, community technology 
center staff, and others to quickly and easily assess eligibility processes and enroll families in needed 
programs. 

Results  

� In 2008, ParentHelp123.org completed a successful pilot of an electronic connection with DSHS and 
the Health Care Authority (HCA) — On August 22, 2008 the first applications for Children’s Medical 
and Pregnancy Medical coverage were faxed to the state office in Olympia that determines eligibility. On 
November 13, 2008 the process became entirely electronic with transmission of e-faxes rather than 
paper faxes. A pilot e-fax connection to the HCA for Basic Health applications is also being conducted. 
Electronic signature legislation passed this spring will improve the efficiency of electronic applications. 
Additional work resolving policy issues related to electronic submission of application information will 
proceed in 2009, with an expected date for true electronic submission in fall of 2009.  

 

 

“It was easier to stay home and fill out the 
application online than wait at the office. 
The website was very user-friendly.” 

–ParentHelp123 user 
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� Usage data indicates that families prefer to have their online applications routed to DSHS on their 
behalf rather than mailing their own. Following the launch of routing applications through e-fax to 
DSHS and HCA, there was a 60% increase in the number of completed applications. Of the families 
that use ParentHelp123.org, 85% choose to have WithinReach route their application to the state rather 
than printing and mailing their own application. 

� Implementation of application and enrollment tracking — The DSHS Health and Recovery Services 
Administration (HRSA) provided enrollment data for children whose families had applied in September 
2008 via ParentHelp123.org for Children’s Medical. As of December 2008, out of the total of 663 
applications submitted, 66% or 438 had been approved for medical coverage, 31% or 206 had been 
denied, and 3% or 19 were pending. Analysis of the reasons for denial showed that 89% of those who 
were denied failed to provide verification documents. This is similar to findings from an evaluation that 
WithinReach conducted using Basic Food enrollment and denial data. ParentHelp Pro will address this 
issue by incorporating more follow-up with families to ensure completion of the process. 

� WithinReach recently received a unique barcode for the first time from HRSA — This will allow the 
organization to receive monthly reports on the number of children that are successfully enrolled in 
Children’s Medical through ParentHelp123.org and WithinReach’s call center. 

� Completion of a resource tool kit to help social services professionals connect low-income families to 
state benefits, located at www.parenthelp123.org/professionals — The toolkit provides easy access to 
information, such as the latest income guidelines, applications and forms, and free outreach materials 
about state-sponsored heath insurance and food assistance. This resource sets the stage for the launch of 
ParentHelp Pro and provides a way to market the available resources. A “What’s New” page alerts 
professionals to changes in state-sponsored health and food programs. Over 1,500 professionals receive 
updates via a “What’s New” e-newsletter (included in the Appendices of this report).  

� Development of ParentHelp Pro — This streamlined tool will provide a quick and flexible way to enter 
client data, screen for program eligibility, and send applications electronically to the state. To support 
this work, WithinReach conducted initial focus groups with community outreach organizations and 
obtained data requirements from PHSKC outreach staff. Plans are underway for beta testing in the fall 
of 2009. PHSKC will select two sites to pilot ParentHelp Pro.  

� WithinReach is also adding service programs to both the family website and ParentHelp Pro, including 
Temporary Aid to Needy Families, Head Start, Working Connections Child Care, and Family 
Planning/Take Charge. The system will allow customization so that user groups can include screening 
and applications for local programs such as the City of Seattle’s Childcare Payment Assistance Program.  

� Beta testing of the state’s improved Online Community Service Office—WithinReach participated in 
the state’s testing of its Online Services Access Project in January 2009. The state asked stakeholders to 
assist in testing the system and provide feedback in lieu of end-user testing. Testing of the Online CSO 
is complete and the system is now live. The state can now process client data electronically. 
WithinReach will continue to work with DSHS to create the capacity to electronically submit 
ParentHelp123.org data.  
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The chart below summarizes the program’s results in relation to the goals and measures established at the 
initiation of the pilot.  

 

Goals Measures Results 

ParentHelp123.org 
establishes an electronic 
link to allow families the 
ability to submit 
applications to the state 
electronically 

ParentHelp123’s electronic 
submission feature is 

functional 

August 22, 2008: application 
routing feature is launched 

November 13, 2008: e-faxing of 
children’s applications is launched 

Statewide: 5,268 applications 
submitted 

King County: 1,109 applications 
submitted 

Families are able to 
submit health/dental 
care coverage 
applications for their 
children online 

Number of submitted 
applications for children 

under age 19 (by site, by 
region in King County, and 

by ethnic group) 

Number of accepted 
applications for children 

under age 19 (by site, by 
region, and by ethnic group) 

In 4th quarter 2008, 66% of 
submitted applications were 

approved 

1,500 outreach and application 
workers receive “What’s New” 

newsletter 

Additional data will be available in 
late 2009 

Outreach and application 
workers are able to use 
the “super-user” version 
of ParentHelp123 to 
submit health/dental 
care coverage 
applications for their 
clients 

Number of outreach and 
application workers that 

use, “subscribe”, or have a 
log-in to the super-user 

version 

Number of children whose 
applications are submitted 
and approved by outreach 
and application workers via 
ParentHelp123 (by site, by 

region, and by ethnic group) 

Data will be available in late 2009 

Families enroll their 
children in the new WDS 
dental program 

Number of children that are 
referred to the WDS dental 

program website via 
ParentHelp123 

ParentHelp123 linked to the KC 
Kids Dental website during 2008, 
but data on the number of hits is 

not available 

 

In addition, between August 1, 2008 and June 3, 2009: 

� There were over 42,000 visits to www.ParentHelp123.org. 

� 85% of those using the screening and application tool were using it for themselves or their family. 

� 64% of those that were screened applied for health and/or food benefits. 

� The average time to complete the screening and application process was about 15 minutes. 

� 85% of site users chose to have WithinReach route their application for them. 
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The following chart shows the number of individuals found to be likely eligible for health insurance and 
food assistance. 
 
 

Programs Washington State King County 

Health Insurance 

(Apple Health, Basic Health, and First Steps) 
28,741 7,266 

Food Assistance (WIC and Basic Food) 20,141 5,248 

 
 
Analysis of the geographic distribution of King County residents who used the online screening and 
application process shows that the pilot project reached families throughout the county. The greatest 
proportion of families using online enrollment lived in Renton (11%), followed by Auburn (9%), Bellevue 
(9%), and Kent (9%). 
 
 

Applicants through Online 
Enrollment by Health 

Planning Area 
Number Percent 

Applicants through Online 
Enrollment by Health 

Planning Area 
Number Percent 

Auburn 103 9% 
Lower Valley & Upper 
Snoqualmie 

33 3% 

Ballard-Fremont-Greenlake 29 3% Maple Valley 27 2% 

Beacon & SE Seattle 46 4% N. Seattle/Shoreline 57 5% 

Bellevue 95 9% NE Seattle 25 2% 

Bothell/Woodinville 14 1% North Bend 18 2% 

Burien/Des Moines 55 5% Queen Anne/Magnolia 9 1% 

Capitol Hill/Eastlake 9 1% Redmond/Union Hill 39 4% 

Downtown & Central 21 2% Renton 123 11% 

Enumclaw 18 2% Southeast King County 7 1% 

Federal Way 64 6% Tukwila/SeaTac 30 3% 

Issaquah/Sammamish 59 5% Vashon Island 8 1% 

Kenmore 16 1% W. Seattle/Delridge 29 3% 

Kent 102 9% White Center/Boulevard Pk 17 2% 

Kirkland 40 4% Woodinville 16 1% 
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Challenges  

� The timeline for achieving seamless e-submission with DSHS remains unclear. Conversations are 
occurring with the governor’s office and children’s advocacy groups to continue to move this initiative 
forward. More information about the status of electronic data submission with DSHS will become 
available this summer.  

� DSHS has been upgrading the structure of the department’s internal data system. This work needed to 
be completed before DSHS could create a data interchange with other organizations to enable true e-
submission of applications. 

� Over the past six months it has been difficult for web programming to keep pace with legislative 
changes. For example, in December 2008, income guidelines and program descriptions were increased 
to prepare for the expansion of Children’s Medical to 300% FPL, and then in January 2009, the income 
guidelines and descriptions were returned to 250% FPL. One month later, in February 2009, the income 
guidelines and descriptions reverted back to 300% FPL. Fortunately, 
ParentHelp123 has a robust administrative feature that allows for 
easy management of income guidelines and program descriptions 
which allows WithinReach staff to respond to changes in program 
guidelines quickly.  

Lessons Learned  

� More challenging than staying current with changes in program guidelines is the impact of changes on 
client expectations. WithinReach stays closely connected to state programs and participates in multiple 
outreach workgroups to stay informed on the latest updates from state agencies. Over the past year it 

CHI Online Applications by Region  

18% Seattle  

24% East  
        King County  

8% North  
      King County  

50% South  
        King County  

“It was helpful because I didn’t have any 
idea how to apply. I had a friend that told 
me about the website because she used 
it, and it was easy to use.” 

–ParentHelp123 user 
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has become clear that having a call center to support online services is critical in providing the necessary 
support to families. WithinReach’s Information & Referral Specialists are able to help families interpret 
quickly changing program requirements so that they can make informed decisions about applying for 
state benefit programs. 

� During these challenging times state agencies may be short staffed due to state hiring freezes and 
increased work load. Community agencies play a key role in the safety net for families and are a critical 
partner in making sure that families do not fall through the cracks.  

� Policy issues that affect electronic submission of data to state agencies can be complex. WithinReach 
plans to learn from other states that have achieved e-submission in order to advance this work in 
Washington. In partnership with PHSKC policy staff, WithinReach intends to gather examples of other 
states’ experiences with data interface agreements and attorney generals’ opinions on e-submission.  

 

A Success Story  

 Dave and his wife Anna* were thrilled to be the parents of a healthy baby girl but were worried because they lacked 
health insurance. A visiting King County Public Health nurse told Dave about ParentHelp123.org. Late that night, after Anna 
and the baby went to sleep, he went online to look at the site and applied for Children’s Health Insurance using 
ParentHelp123’s new paperless application process.  

 WithinReach staff reviews applications that come through the website to ensure that they are complete before 
forwarding them to the DSHS. Staff noticed that Dave had inadvertently applied for two different health insurance programs for 
his baby. The staff person called and explained that he could apply for one or the other, but not both, and told him about the 
coverage provided in each plan. Together they determined which one was the best choice for Dave’s family.  

 Dave was relieved that his application was filled out correctly, and that soon his baby would have health insurance. In 
his words, “It’s great to have this kind of thing available! With a full-time job and a new baby, it’s not easy to get in touch with 
people during the workday. I don’t get a chance to do things like this until late at night.” 

*Names have been altered to protect confidentiality. 
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KC Kids Dental Pilot Project 

Purpose  

The KC Kids Dental Program, developed and administered by CHI partner the 
Washington Dental Service, provided no-cost dental services for eligible families throughout 2008. The 
program served children in King County between 250% and 300% FPL. By the end of 2008, the program 
had enrolled 808 of the estimated 1,000 uninsured children at this income level living in King County and 
83% of enrollees had accessed a dental provider. As planned, the program ended in December 2008 when 
the state was slated to launch an extension of medical and dental coverage for children up to 300% FPL. 
Due to challenging state budget issues, the anticipated expansion of coverage did not take place as planned 
on the first of the year. However, by mid-February it was announced that medical and dental coverage for 
children between 250% and 300% FPL would go into effect and would be retroactive to January 1, 2009.  

Results  

More than four out of five, 671 out of 808, children who enrolled in the KC Kids Dental Program accessed 
dental services and 739 King County dentists participated in the program. Two-thirds of the services 
children received were preventive rather than restorative with a total of 911 preventive services delivered in 
2008. The number of services delivered each month increased over the course of the year, as shown in the 
following chart. 

 

Services Delivered to Kids in the KC Kids Dental Pr ogram
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The program’s access rate for services among enrolled children appears to be quite high compared with the 
average rate of 67% for counties in California with Healthy Kids programs, a children’s health program that 
includes medical, dental, and vision services. (For more information, see: 
http://www.cchi4kids.org/docs/USC_Dental_Utilization.pdf.)  

The following chart summarizes the program’s results in relation to the goals and measures established at its 
initiation.  

 

Goals Measures 2008 Results 

# of children enrolled in the program 808 children enrolled (out of an 
estimated 1,000 children in this 
income bracket without dental 

insurance in King County) 

# of children in program who accessed 
services 

671 children accessed services (83%) 

Type of services delivered:  

preventive vs. restorative 

911 preventive visits 

521 restorative visits 

Number of dental providers providing 
services to KC Kids 

739  dental providers provided 
services to 808 enrollees 

Increased access to and use 
of dental services for 
children in families between 
250%–300% FPL  

Cost of services delivered $537,456 cost of services delivered 

Successful outreach 
strategies identified and 
employed 

# of children in program identified as 
under income and referred to CHI 

outreach team 

977 children referred 

 

Outreach to families identified nearly 1,000 children that were under the income level for the KC Kids 
Dental Program—the program referred these families to the CHI access and outreach program. It was 
discovered that a significant number of these children, though eligible for the CHIP program, had medical 
insurance but lacked dental coverage. The CHIP program does not provide wrap-around dental coverage 
for these children, an issue that HIIC committee members brought to the attention of state officials.  

Survey Results 

WDS distributed surveys to both patients and dental care providers to measure the program’s effectiveness 
and to assess client and provider satisfaction. Out of 305 patient surveys distributed, a total of 85 patients 
returned their surveys, a response rate of 28%. Out of 165 surveys distributed to participating dental care 
providers, a total of 37 returned their surveys, a response rate of 22%.  

Survey results indicated that the program succeeded in linking enrolled families to a participating dentist and 
that levels of satisfaction were high among both patients and providers.  



                    
 

Annual M&E Report — August 2009 57 

Results from the survey of patients were positive. Only one respondent registered a negative rating in one 
category—ability to get an appointment within three weeks. More than half of the respondents indicated 
that they were “very satisfied” with all of the aspects of the program that were listed. 

KC Kids Survey – Patients 
Very 

Satisfied 
Satisfied Neutral Dissatisfied 

Ease of enrolling 73 (86%) 12 (14%)   

Ease of finding a dentist 69 (81%) 13 (15%) 3 (4%)  

Ability to get appointment within 3 weeks 62 (73%) 15 (18%) 7 (8%) 1 (1%) 

Dentists' ability to treat your child's needs 66 (78%) 18 (21%) 1 (1%)  

Quality of care and attention at dental office 64 (75%) 19 (23%) 2 (2%)  

KC Kids Customer Service 65 (76%) 13 (15%) 3 (4%)  

Dental providers’ feedback was also highly positive. More than half of the respondents (60%) reported that 
they were “very satisfied” with the program as a whole. Ease of verifying patient eligibility and benefits 
scored slightly lower than other categories but still registered a high overall approval rate, with 89% of 
providers reporting that they were “very satisfied” or “satisfied” with this area of the program.  

KC Kids Survey – Providers 
Very 

Satisfied 
Satisfied Neutral Dissatisfied 

Very 
Dissatisfied 

KC Kids dental plan (in general) 22 (60%) 12 (32%) 3 (8%)   

Ease of verifying patient eligibility & 
benefits 18 (48%) 15 (41%) 3 (8%) 1 (3%)  

Administration of KC Kids Program 
compared to other dental plans 20 (54%) 15 (41%) 2 (5%)   

KC Kids Customer Service 19 (51%) 13 (35%) 4 (11%) 1 (3%)  

Processing and payment of claims 20 (54%) 13 (35%) 3 (8%)  1 (3%) 

Patient compliance with office 
expectations and appointments 19 (51%) 13 (35%) 5 (14%)   

Families reported that they learned about the program through multiple sources. Schools were the most 
common source, but significant numbers learned about the program through other sources, including the 
radio, family and friends, newspaper inserts, internet, childcare, dental offices, food banks, and community 
centers. The KC Kids website registered over 17,000 hits during 2008 and 2,774 individuals completed the 
interactive form to determine eligibility for the program. Please refer to the appendices for a full report on 
the KC Kids Oral Health Program published by WDS. 

Challenges  
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� The KC Kids Dental Program highlighted a concerning gap in the CHIP program. Many CHIP-eligible 
children (200% – 250% FPL) who have private medical insurance but no dental sought dental coverage 
through the KC Kids Dental Program but were not income-qualified for KC Kids (250% – 300% FPL). 
This is because the CHIP program, unlike Medicaid, does not allow wrap-around services.  

� Traditional outreach methods to locate low-income children are not always effective for families at 
250% to 300% FPL. In order to bolster efforts to locate and enroll children, WDS developed and 
employed new outreach strategies focusing on schools, the internet, child care centers, radio, print 
media, and television.  

� When the KC Kids program ended in December 2008, it was anticipated that the state would extend 
medical and dental coverage for children up to 300% FPL. However, due to challenging state budget 
issues, this was delayed. By mid-February 2009, it was announced that this extension would go into 
effect and would be retroactive to January 1.  

Lessons Learned  

� Schools proved to be the most effective focus of outreach efforts to enroll children in the KC Kids 
Dental program. 

� Online access for families in this income range appears to be an important element as evidenced by over 
17,000 hits to the KC Kids website and 2,774 individuals who completed the online interactive eligibility 
worksheet.  

� Additional service delivery points (739 dental providers accessed by KC Kids enrollees) contributed to 
high utilization of dental services (83%) during the one year program.  

� Administrative ease in processing claims contributed to high provider satisfaction with the KC Kids 
Dental Program. 
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Maternal & Child Behavioral Health 

Pilot Project 

Purpose 

The primary aim of the Maternal and Child Behavioral Health Pilot is to prevent and treat common mental 
health disorders in low-income pregnant women, mothers, and their children. The pilot is a family-centered 
mental health screening and treatment strategy integrated into eight King County safety net clinics. Funds 
from two King County sources support this four-year pilot. 

� The King County Human Services Levy provides core funds to address maternal depression via 
integrated mental health and behavioral health services in maternity support programs and safety net 
primary care clinics.  

� Complementing levy funding, the Children’s Health Initiative has provided funding to pilot screening 
and mental health treatment strategies for low-income children ages 0 – 12. 

As many as 13% of women experience major or minor depression during the perinatal period, and estimates 
of the overall prevalence of depression among mothers of young children range from 12% to 50%. Maternal 
depression impacts all races and classes but disproportionately impacts low-income families who are 
vulnerable to the additional psychosocial stressors of poverty, lack of social supports, substance abuse, 
violence, and stress.  

Depression frequently interferes with parenting practices and coping skills with many negative effects on 
care giving and nurturance. Research has shown that untreated maternal depression has many adverse 
impacts on children’s healthy development. 

� Untreated prenatal depression is linked to poor birth outcomes, including low birth-weight, prematurity, 
and obstetric complications. 

� Children of depressed mothers have higher rates of depression, attention deficit disorder, separation 
anxiety, poor academic performance, and insecure attachment.  

� Mothers suffering from depression are less likely to engage in practices like safe sleep for prevention of 
SIDS, using car seats, or obtaining routine preventative healthcare for their children.  

The 2009 report from the Institute of Medicine estimates that depression affects approximately 7.5 million 
parents in the US every year, which may put the health of at least 15 million children at risk. Strategies for 
early recognition and intervention to prevent and treat mental and developmental disorders in high risk 
mothers and their children are needed.  

While trends show increasing numbers of younger children requiring mental health services, primary care 
physicians are not always well versed in what to screen for and what interventions can be helpful at a 
primary care visit. In addition, there is a general lack of knowledge about early recognition of problems 
associated with children’s social and emotional development among parents. Because of these missed 
opportunities (the average child sees a doctor 15 – 20 times before starting kindergarten), early 
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developmental, emotional and behavioral disorders are not detected, resulting in delayed treatment and 
potentially higher healthcare costs.  

In 2007, the Washington State Legislature took action to improve children’s mental health. The legislative 
intent statement for children's mental health services was revised to place an emphasis on early 
identification, intervention, and prevention, with a greater reliance on evidence-based and promising 
practices. The expressed goal of the legislature is to create, by 2012, a children's mental health system with 
the following elements: 

� A continuum of services from early identification through crisis intervention, including peer 
support and parent mentoring services 

� Equity in access to services 

� Developmentally appropriate, high-quality, and culturally competent services 

� Treatment of children within the context of their families and other supports 

� A sufficient supply of qualified and culturally competent providers to respond to children from 
families whose primary language is not English 

� Use of developmentally appropriate evidence-based and research-based practices and integrated 
and flexible services to meet the needs of children at-risk 

The Maternal and Child Behavioral Health Pilot Project is leading the way in making the types of changes in 
children’s mental health called for by the Washington State Legislature. By implementing a variety of 
behavioral health integration strategies in different primary care settings, the project will generate critical 
data to assist state and local policymakers in designing and implementing effective behavioral health 
programs for low-income children and families. To this end, the goals of the project are to:  

� Improve access to depression screening and treatment for culturally diverse, low-income 
mothers contributing to improved outcomes for their children 

� Improve mental health status and functioning of at-risk mothers and their children through 
standardized treatment protocols in primary care 

� Improve primary care capacity to reduce risk, address early symptoms of maternal depression 
and other mood disorders, and treat mental health issues for both mothers and children 

Results  

Screening for Maternal Depression and Mental Health Concerns among Children 

� The program screened 2,823 pregnant and parenting women for depression and mood disorders during 
its first 11 months. 

� In the same period, 1,731 children ages 0 – 12 were screened for developmental red flags and 77 were 
identified as at risk of behavioral and/or developmental issues of concern.  
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Over 97% of mothers enrolled in the pilot programs were screened at least once for depression using a 
standardized, validated screening tool, the Patient Health Questionnaire (PHQ-9). The PHQ-9 is used to 
evaluate the presence and severity of patients’ symptoms of depression. Women on current clinic caseloads 
have an average PHQ-9 score of 15 points, which is indicative of major depression requiring treatment 
through psychotherapy and/or antidepressants.  

In the past year, each participating clinic has developed and tested numerous screening protocols for the 
PHQ-9 addressing both language barriers and cultural issues appropriate to its clinic population. All the 
clinics screen pregnant patients during their prenatal visits and encounters with Maternity Support staff. 
Some clinics have also developed successful protocols to screen mothers during their children’s visits to the 
clinic for an acute illness or well-child care.  

Other screening instruments have been used minimally thus far. Although their use is not required in the 
pilot, increasing the number of mothers screened for substance abuse problems or domestic violence 
concerns could help increase the number of mothers referred to chemical dependency treatment and other 
important resources. 

Efficient mental health screening protocols for children ages 0 – 12 have proved challenging to develop in 
the pilot clinics. Unlike adults, brief validated screening tools for children that are appropriate in a busy 
primary care setting are not available. No validated brief screening tool comparable to the PHQ-9 exists for 
children ages 0 – 12. In lieu of a validated pediatric assessment tool that is not too lengthy or complex for 
widespread use in a busy medical practice, clinic staff use developmental “red flags” as a proxy for mental 
health concerns and, for a smaller subset of children, screen with the Pediatric Symptom Checklist (PSC-17) 
and the Ages or Stages Questionnaire-Social Emotional (ASQ-SE) tool. 

Delivering High Quality Mental Health Services in Primary Care 

� During program start-up, from May through December 2008, a total of 77 women and five children 
received mental health services in the pilot clinics. 

� Enrollment occurred at a faster pace early in 2009. As of May 28, caseloads totaling 370 individuals were 
receiving mental health services, including 37 children and 333 pregnant women and mothers. Overall, 
clinics were at 90% of their caseload goal by the end of May. 

� Among women on current clinic caseloads, 85% received a comprehensive mental health clinical 
assessment from either MSW staff or psychologists who were part of the primary care team.  

� Treatment follow-up with mothers and pregnant women has been strong in 2009; 75% of women on 
caseload were followed up with repeatedly by phone, clinic visit, or in support groups within four weeks 
of their enrollment. The average number of follow-up contacts is 3.9 for currently enrolled mothers. 
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� Of those mothers with sufficient data to track outcomes, 65% showed clinical improvement in 
depression and 59% in anxiety, as reflected in a five-point or greater change on screening scales. 
However, these results must be interpreted with caution as only a small number of women have had at 
least two scores recorded on the PHQ-9 or GAD-7 thus far in 2009. 

The chart on the following pages summarizes the program’s results in relation to the goals and measures 
established at its initiation.  

 

Goals Measures Results 

Clinical Outcomes 

Improve mental 
health status and 
functioning 

Results of clients’ periodic 
screening over time:  PHQ-9; 
GAD-7 (anxiety); ASQ-SE; DV 

PHQ-9 used for 97% of adult clients, but GAD-7 
and DV screens underutilized 

Current clinic caseloads have an average PHQ-9 
indicative of major depression  

All pilot clinics now have access to ASQ-SE for 
pediatric screening and assessment; no shorter 
screening tool is available 

Improve clients' 
capacity to reduce 
risk and address 
early symptoms of 
depression 

# of clients attending peer 
support groups or receiving 

other early intervention 
strategies during pregnancy or 
early in parenting years (0–3 

years) 

22 clients in support groups in May–Dec 2008  

27 clients in support groups in Jan–March 2009 

Education about depression made available to all 
pregnant and parenting women in their regular 
clinic appointments 

Process Outcomes 

# of mothers receiving 
depression screening at 

prenatal, postpartum, and well-
child visits (for mothers of 

children ages 0–3) 

2,823 

(from May 1, 2008–May 28, 2009) 

Improve access to 
standardized 
depression screening 

# of children ages 0–12 who 
received mental health and/or 
developmental screening at 

well-child visits 

1,731 screened for developmental red flags 

77 identified as at risk of behavioral and/or 
developmental issues of concern 

(from May 1, 2008–May 28, 2009) 
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Goals Measures Results 

Process Outcomes (Cont’d) 

Improve linkage to 
specialty mental 
health services 

Increased primary care practice 
tracking and follow-up 

assessments for children and 
families who are referred to 
mental health specialists for 

care 

Among women on current clinic caseloads: 

� 85% received comprehensive mental health 
clinical assessment in primary care  

� 75% received repeated follow-up by phone, 
clinic visit, or in support groups within 4 weeks 
of enrollment 

� 65% of those screened more than once showed 
clinical improvement in depression 

Few successful outside referrals were made for 
mental health care for low-income women because:  

� Few women in treatment have severe symptoms 
that would qualify them to receive specialized 
mental health services through the RSN 

� Low-income women only have Medicaid eligibility 
throughout pregnancy and a few months after 
delivery 

As of March 2009, CHI funds allowed pilot clinics to 
refer children identified through this pilot to 
Children’s Hospital for a one-time psychiatric 
evaluation. Only 2 referrals have been made.  

Assure access 

Demographic profile of clients 
served in pilot projects: 

Race/Ethnicity; Residence; Age; 
Insurance Status; Foster 

Care/Intact Family 

For 2,900 clients screened through May 2009: 

� 77% were below 200% FPL 

� 54% Latino / Hispanic 

� 21% Asian / Pacific Islander 

� 9% Black / African American 

� 42% limited English-speaking 

� 4% homeless families 
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Goals Measures Results 

Infrastructure Outcomes 

# (%) of clients receiving 
treatment and follow-up 

through integrated 
behavioral health programs 

82 clients received mental health treatment and 
follow-up from May–Dec 2008 

370 clients were on 2009 clinic caseloads as of May 
29 (90% of caseload goal) Improve capacity to treat 

mental health issues in 
the primary care setting 

# of visits per client 

Mean of 3.9 visits or other contacts for mothers 

Mean of 2.8 visits or other contacts for children 

Psychiatric consultation conducted for 50% of 
clients 

 

Challenges  

In contrast to successes with pregnant and parenting women, few children have thus far been assessed and 
engaged in treatment. Among the 37 children on current clinic caseloads, only 22% have received a 
comprehensive mental health clinical assessment in their primary care setting. Consequently, the pilot 
project’s impact on children is largely through improving the mental health and functional status of their 
mothers. 

There are a number of contributing reasons for inconsistent pediatric follow up, but foremost is the core 
issue that very few primary care providers or behavioral health staff have experience or training in working 
with children in regard to possible mental health issues. Clinicians often prefer to refer children out for 
further assessment and intervention, but there are not sufficient or reliable referral resources among 
community mental health agencies to meet this need.  

To address this issue, the program revised the pilot strategy at the end of 2008 to reprogram CHI funds to 
support more extensive child psychiatric consultation, evaluation, and technical assistance to support the 
community health center clinicians in their capacity to evaluate children. These enhancements became 
available as of February 2009 through a new contract with Children’s Hospital Psychiatry and Behavioral 
Medicine under the direction of UW faculty member Robert Hilt, MD, a pediatrician and psychiatrist.  

Lessons Learned 

In the first year of this project, eight safety net clinics and maternity support programs demonstrated that 
they can quickly adapt standardized mental health screening protocols to busy primary care settings for low 
income mothers. Pilot clinics screened almost 3,000 pregnant and parenting women for depression and 
mood disorders during the first eleven months. In the same period, over 1,700 children ages 0 – 12 were 
screened for developmental red flags or other risk factors of behavioral and/or developmental issues.  

The success of facilitated peer support groups, intended to decrease mothers’ social isolation and broaden 
parent support networks, varied significantly. Clinics with less diversity in their patient population (for 
example, clinics with a significant Hispanic majority among patient mothers) were more successful in 
recruiting and engaging women into group treatment strategies. Pilot sites with more diverse languages and 
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cultures represented in their clinic population had more difficulty with recruitment. For these reasons, peer 
support groups may not be a useful treatment strategy in all clinics. 

Despite this setback for some sites, the pilot clinics demonstrated that they can efficiently deliver integrated 
mental health services of high quality within the context of primary care. Overall, clinics were at 90% of 
their caseload goal by the end of May 2009, and the clinics’ performance in providing comprehensive mental 
health clinical assessment and treatment follow-up with mothers and pregnant women has been strong. 
Early data suggests positive outcomes among those with sufficient data: over half showed clinical 
improvement in depression or anxiety, as reflected in a 5-point or greater change on screening scales.  

 

A Success Story — Country Doctor Community Health Centers 

Country Doctor Community Health Centers was an early adopter and remains a strong performer among the eight 
Maternal and Child Behavioral Health pilot clinics. Currently carrying a full caseload of women and children at its two 
Seattle clinics, Country Doctor shared the following success story achieved through this project:  

 Maria* is a Spanish-speaking mother to a 1 year old girl and a 6 year old boy. She has been a patient at Country 
Doctor Clinic for both of her pregnancies and always appeared to staff as a well-groomed, high-functioning mom who is 
cheerful and friendly. However, in September 2008, Maria completed her first PHQ-9 screening and scored at a level that is 
indicative of major depression requiring treatment through psychotherapy and/or antidepressants.  

 Social work staff contacted Maria shortly after the screening and provided an in-person appointment for further 
clinical assessment, to offer support, and to discuss treatment options. With a referral from the social worker, Maria met with 
the clinic’s behavioral health specialist one week after the assessment. She also consulted with her doctor in early October.  

 The Country Doctor team created a patient care plan that included a low-dosage of antidepressant medication, 
regularly scheduled meetings with the behavioral health specialist, and less frequent meetings for medication management. 
Maria’s 6 year old son was also screened for behavioral concerns.  

 The primary care provider team consulted with a psychiatrist from the UW Department of Psychiatry who reviewed 
the treatment plan for Maria. The psychiatrist was in frequent contact with the clinic team via phone and email. Consultations 
were organized through a shared patient registry that captured key information about mental health treatment and utilization.  

 The social worker also shared information about parenting classes and child development, as Maria requested. Maria 
was one of the first members to attend Country Doctor’s Spanish-speaking peer support group for pregnant and parenting 
women which began in October 2008. Maria remains a dedicated member of the support group and now brings her younger 
sister to the group.  

 While Maria still struggles with depression from time to time, she remains engaged in treatment, is learning important 
coping techniques, and is caring for her children well. Her most recent scores on the PHQ-9 indicate that her symptoms of 
depression have largely abated. 

*Name has been altered to protect confidentiality. 
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Long-term Community Health 

Outcomes 

 Evaluation of the CHI allows King County to assess progress toward meeting the 
vision and goals laid out by the King County Council, as well as to build an evidence base for future 
interventions. In addition to reporting on the goals originally set for each of the program components, the 
CHI has been collecting information on additional outcomes to demonstrate its tangible impacts on 
children and families and make the value of the CHI model clear to a diverse audience.  

The long-term community health outcome measures chosen by the Health Innovation and Implementation 
Committee were selected for their value and relevance, the likely interest of both King County and 
Washington State decision-makers, and to examine whether the CHI’s efforts to enroll and link children 
with care would result in longer-term impacts.  

Getting the data on these outcomes is a work in progress. The status of current data systems and technology 
for extracting needed information, lack of baseline data, incomplete data sets, and small sample sizes made 
robust analyses difficult, and in some cases, made it impossible to draw definitive conclusions on the 
measures.  

Studies, such as the research by the Institute of Medicine’s Committee on the Consequences of Uninsurance 
and the Kaiser Commission on Medicaid and the Uninsured, have demonstrated that insurance coverage 
leads to better access to care for children, which in turn is associated with better health outcomes. Although 
many factors contribute to improved health status, studies show a direct relationship between public health 
coverage and improved health. Although the CHI’s results in several categories are inconclusive, the 
research would indicate that the high number of children enrolled through the CHI will likely result in 
positive health outcomes for the children and the community. 

The table below, described more fully in the following pages, shows what was learned to-date about the 
long-term health outcomes. When available, data for King County and Washington State, or in some cases 
nationally, provide comparisons. 

Measure Available Data 

Uninsured children ages 0–
18 in King County and 
Washington State 

Data from the WA State Population Survey show that the percentage of uninsured 
children in King County remains relatively stable, despite significant increases in the 
percentage of uninsured adults 

Immunization rate for CHI-
enrolled children  

Data available are insufficient to support a robust analysis of immunization rates 

For the small number of children for whom data were available, recommended 
immunizations were completed for 59% of children in the 27–36 months age group 
studied 

Well-child visit rate for CHI-
enrolled children ages 3–6 

Data available are insufficient to support a robust analysis of well-child visit rates 

For the small number of children ages 3–6 for whom data were available, 41% 
received a well-child visit 

Rate of preventable ER visits 
for CHI-enrolled children  

Data available are insufficient to provide results on this measure 

 

 



                    
 

Annual M&E Report — August 2009 67 

 
Measure Available Data 

Rate of preventable hospital 
admissions for CHI-enrolled 
children  

Data available are insufficient to provide results on this measure 

Parents’ worry about and 
perception of ease of access 
to services for CHI-enrolled 
children  

Families with CHI reported more confidence and greater ease in accessing services 
for their children than families without CHI 

While reported concern about meeting their children’s healthcare needs was not 
significantly different overall between families with CHI, there was a significant 
difference among the subset of families with children ages 5–12 

Parents’ perception of child’s 
health status for CHI-
enrolled children  

Families with CHI were slightly more likely to rate their children’s health higher than a 
comparison group without CHI 

Average number of school 
days missed due to illness 
for CHI-enrolled children 

Families with CHI were less likely to report that their child missed 5–10 days of school 
due to illness than those without CHI 

Average number of parent 
work days missed due to 
child’s illness for parents of 
CHI-enrolled children  

Families with CHI were less likely to report that they missed 5–10 days of work due to 
their child’s illness than families without CHI 

 

 

Uninsured Children 

The 2008 State Population Survey estimated that 4.5% of King County children ages 0 – 18 were without 
insurance. The State Population Survey is a telephone survey of a random sample of households in 
Washington State. In 2008, the survey determined the insurance status of 1,015 King County children, 
finding that 40 of those children were without insurance. 

The chart on the following page shows the estimated percentages of King County’s children without 
insurance between 2002 and 2008, in the years in which the State Population Survey was conducted. The 
estimated percentages of uninsured children have been rising. However, the brackets beyond the bars—
confidence intervals, or the range of possible sampling error in the estimates—show that the increasing 
percentages are not large enough to be statistically significant. The small numbers of surveyed households 
and resulting large confidence intervals limit the survey’s ability to measure children’s insurance rates at the 
county level, but it is the most up-to-date source of information that is available. 
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When the 2000 data are included in the sequence (in the chart on the following page) the picture looks 
somewhat different. The uninsured rate for King County children has not risen significantly, while the rate 
for adults 19 – 64 rose by 4.8 percentage points from 2000 to 2008—a significant increase. Again, the 
brackets showing large confidence intervals around the estimates should be noted. 
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Maintaining stable levels of insurance coverage is a challenge in the current economy. A recent news release 
from the Washington State Office of the Insurance Commissioner notes that adults and their dependents 
will continue to lose their health coverage at high rates during 2009—with 95,000 workers projected to lose 
health insurance due to job loss and 15,000 of their dependents expected to lose their coverage as well.  

Immunizations  

Using available data and a Comprehensive Clinic Assessment Software Application from the national 
Centers for Disease Control and Prevention, the table on the next page compares immunization rates for 
children ages 27 – 36 months for 128 CHI-enrolled children and 76 children in a Medicaid comparison 
group. Small sample size and the lack of baseline data make rigorous analysis difficult; however, from the 
available it appears that CHI-enrolled children are slightly less likely to be up-to-date with recommended 
immunizations for this age group than the Medicaid comparison group, but the results do not indicate a 
significant difference between the two groups. These results cannot be generalized to all enrolled children 
given the lack of an adequate sample to assess this measure. 

Information from the four safety net clinics that selected immunization rates as an area for quality 
improvement, however, shows considerable gains made in increasing the rates of up-to-date immunizations 
for children in the clinic. Although these are not just CHI-enrolled children, but all children seen in these 
clinics, percentage increases of 6%, 22%, 63%, and 79% for the clinics is a positive indication that more 
children are completing their recommended immunizations.  

King Co Children and Adults 19–64 without Insurance  by Year, SPS  
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Immunization Status 
CHI-

enrolled 
Children 

CHI 
Percent 

Medicaid 
Children 

Medicaid 
Percent 

Total number of children ages 27–36 
months assessed 

128  76  

Immunizations completed 75 59% 47 62% 

Immunizations not completed 53 41% 29 38% 

Children who could get up-to-date in 
one visit 

32 25% 16 21% 

Immunizations children need to get up-to-date 

1 immunization 13 10% 11 14% 

2 immunizations 6 5% 0 0% 

3 immunizations 5 4% 2 3% 

4+ immunizations 6 6% 3 4% 

 

Well Child Visits 

Data on well-child visits is incomplete, making it impossible to undertake a complete analysis. DSHS claims 
data on the type of visits children made to a doctor is available for less than half of CHI-enrolled children. 
However, for the minority of CHI-enrolled children for whom procedure code information is available in 
the claims data, 41% of the children ages 3 – 6 received preventive services at a well-child visit. Again, these 
results cannot be generalized to all enrolled children given the lack of an adequate sample to assess this 
measure. 

Family Interviews 

Interviews conducted in 2008 with families enrolled in coverage through the CHI provide information on 
five of the long-term community health outcomes, including: 

� Parents’ level of confidence in their ability to access needed services for their children 

� Parents’ perceived ease of accessing needed services for their children 

� Parents’ perception of their children’s health status 

� Number of school days missed due to illness 

� Number of parent work days missed due to child’s illness 

What follows is a summary of the interviews. The complete report on the family interview results can be 
found in the appendices.  
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Parents’ Worries About and Perception of Ease of Access to Services for CHI 
Enrolled Children 

As part of the interviews with families enrolled in coverage through the CHI, researchers asked parents 
about their level of worry about meeting their children’s healthcare needs. While reported concern about 
meeting their children’s needs was not significantly different overall between families enrolled through CHI 
for more than one year (shown in the charts on the following page as “Families with CHI”) and families 
enrolled for one month or less and reporting about their experiences before enrollment (shown in the charts 
on the following page as “Families without CHI”), there was a significant difference among the subset of 
families with children ages 5 – 12. While 60% of families with children in this age group without CHI 
reported that they were “very worried” about meeting healthcare needs, only 28% of families with CHI 
reported that they were “very worried.”  

P a r e n t s '  L e v e l  o f  W o r r y  a b o u t  M e e t in g  H e a lt h c a r e  N e e d s:  P a r e n t s '  L e v e l  o f  W o r r y  a b o u t  M e e t in g  H e a lt h c a r e  N e e d s:  P a r e n t s '  L e v e l  o f  W o r r y  a b o u t  M e e t in g  H e a lt h c a r e  N e e d s:  P a r e n t s '  L e v e l  o f  W o r r y  a b o u t  M e e t in g  H e a lt h c a r e  N e e d s:  
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P a r e n t s '  L e v e l  o f  W o r r y  a b o u t  M e e t in g  H e a l t h c a r e  N e e d s :  P a r e n t s '  L e v e l  o f  W o r r y  a b o u t  M e e t in g  H e a l t h c a r e  N e e d s :  P a r e n t s '  L e v e l  o f  W o r r y  a b o u t  M e e t in g  H e a l t h c a r e  N e e d s :  P a r e n t s '  L e v e l  o f  W o r r y  a b o u t  M e e t in g  H e a l t h c a r e  N e e d s :  
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The interviews also found that families with CHI reported greater ease in accessing services than families 
without CHI. More than one third (36%) of families without CHI reported that it was “never easy” to get 
the care, tests, or treatment they thought their child needed. This dropped to 20% among families with CHI. 
Similarly, 30% of families without CHI reported that it “was a problem” to get a satisfactory personal 
physician or nurse for their child, compared to 11% of families with CHI.  
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Families with CHI also rated the speed with which they could get an appointment for their children more 
positively than families without CHI. The chart below shows how interviewed families responded to a 
question about how frequently they could make an appointment for healthcare as soon as they thought it 
was needed.  
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 School and Work Days Missed 

Families with CHI and without CHI reported similar numbers of total school and work absences due to 
children’s illness over the last four weeks. However, a difference surfaced among families missing more than 
four days of school. None of the families with CHI reported missing more than four days of school or 
work, but 6% of families without CHI reported that they had missed between five and ten days of school or 
work in the last four weeks. While this difference represents only a small number of families (four families 
without CHI), the impact of missing five to ten days of school or work within a four week period can be 
quite substantial, and therefore is of note.  

An evaluation of Santa Clara’s Healthy Kids program includes a similar finding, with the percentage of 
children missing school for three or more days decreasing from 11% for those not connected with Healthy 
Kids to 5% among those with Healthy Kids. The following table shows school days missed among families 
in King County, San Mateo County, and Santa Clara County.  

 

County 
Percent of Parents Reporting Three or More School Days Missed 

Due to Illness During the Last Four Weeks 

 Families without CHI/Healthy Kids Families with CHI/Healthy Kids 

King  15% 7% 

Los Angeles  Not available Not available 

San Mateo 18% 14% 

Santa Clara 11% 5% 
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The charts below compare the number of days of school and work missed by families with and without 
CHI. 
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Challenges 

The most challenging aspect of measuring the long-term community health outcomes was the limitations of 
the available data, which was both difficult to obtain and insufficient for meaningful analysis. The current 
data systems and technology that are in use made analysis difficult, and in some cases, impossible, 
hampering efforts to report on tangible impacts for children enrolled in public health coverage through the 
CHI. 

During the selection of the long-term community health outcomes CHI staff and HIIC members discussed 
the possibility that little change might be observable in the outcomes given the short timeframe for 
measurement. It became clear, even with the limited data available, that this would be true — that it would 
take more time for the results to become evident. 

Lessons Learned 

Early data on the long-term community health measures is encouraging, but inconclusive. While not 
statistically significant in many categories, the differences in interview responses between families with CHI 
and families without CHI were positive overall:  

� Families with CHI reported more confidence in accessing needed health services for their children 

� Families with CHI reported greater ease in accessing needed health services for their children 

� None of the interviewed families with CHI reported missing more than four days of school or work due 
to a child’s illness 

� The number of CHI families who reported being “very worried” about meeting their children’s 
healthcare needs was lower than non-CHI families and even more pointedly lower among the subset of 
families with children ages 5 – 12.  

Evaluations from other areas in the United States with children’s health initiatives similar to the CHI, 
particularly counties in California with Healthy Kids initiatives, affirm that changes in children’s health take 
time. Outreach, health education, and linkage to care efforts such as the CHI may not show a measurable 
change in children’s overall health until later in the program’s implementation.  

Problems encountered in tracking and reporting data on the long-term community health outcomes point to 
the need for an integrated electronic data system. Such a system would provide for better access to more 
timely and consistent data, allowing local communities and the state to track progress on improvement 
efforts more quickly. Collaborative work between CHI, Within Reach, and DSHS staff may help move this 
effort toward fruition. 
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Conclusions 

The CHI is on track to meet or exceed all program goals. Between January 2007 
and the end of June 2009, the CHI enrolled 5,785 children which is 89% of the 
three year enrollment goal of 6,500 children, with six months remaining to reach 

that target. Enrollment growth for King County surpassed that of the rest of Washington State between 
March 2007 and February 2009, the most recent time period for which data are available. 

Access and Outreach 

The data on race and ethnicity of enrolled children and their geographic distribution show that the CHI has 
been effective in reaching a diverse population, particularly populations with the highest rates of 
uninsurance, an important step in reducing the disparities associated with unequal access to care. Efforts to 
create a diverse CHI Access and Outreach staff team may have contributed to this, as has the effort to 
pursue culturally appropriate and varied strategies to reach and connect with all the populations in need. The 
CHI made good use of creative strategies to reach target populations that may not otherwise have gained 
access to health coverage and care, such as the Promotoras Program, which has proven both successful and 
economical. The interviews with the care coordinators the CHI placed in safety net clinics also documented 
that they were able to help children and their families overcome language and other barriers that can impede 
children from accessing preventive care.  

Although the data are incomplete and may not accurately portray the extent to which children have 
completed medical and dental visits, available data show that the CHI has been more successful in getting 
children to the physician than to the dentist—73% of children enrolled through the CHI through 2008 had 
at least one visit to a physician, while 40% had at least one visit to a dentist. As further claims data become 
available, these percentages should increase. The increased health educator focus on oral health in 2009 
should also help to narrow the gap between medical and dental visits.  

If more complete claims data becomes available in the future it will be possible to better analyze the CHI’s 
goal of establishing an ongoing source of medical and dental care. These data also will enable the CHI to 
more conclusively establish the rates of preventive care visits. 

CHI managers note that investing in robust outreach has made it 
possible to achieve large gains in enrollment. However, they also have 
leaned that while this type of one-on-one targeted outreach will likely 
always be necessary to serve the most difficult to reach populations, if 
the federal and state systems for enrollment were streamlined and 
automated, one-on-one assistance could be used only for those with 
multiple barriers, thus freeing up resources to link children to medical 
and dental homes and improve their health.  

Advocacy and Alignment 

Underpinning the results of the Access and Outreach component and the pilot projects are the advocacy 
and alignment efforts that have helped bring about positive action at the state level to ensure 
implementation of strategies, policies, and budget priorities to support access to care for children. The joint 
advocacy efforts and the partnership created with the state have built a strong base of support for the state’s 
implementation of expanded healthcare coverage for low-income families in 2009. Engagement early in the 
state’s process provided an opportunity to share input on development based on King County’s experience 

 

 

“Most Access and Outreach staff 
started within Public Health and have 
a direct client services background. 
They want to do this work and they 
care deeply. You can’t buy passion. 

–Access & Outreach Supervisor 
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with the CHI. The foundation of collaboration between PHSKC staff, child and family advocates, and the 
state will serve children’s health issues well in the future.  

Online Enrollment 

Despite challenges that delayed full integration of 
data systems, by the end of December 2008, the 
Online Enrollment pilot was successful in 
submitting applications for 663 children from 
throughout King County, with 66% approved for 
medical coverage. The pilot’s success in convincing the state to accept faxed applications and electronic 
submissions has made progress toward a more streamlined and accessible application process. The Online 
Enrollment pilot’s screening website has allowed more than 7,000 King County residents in the past 11 
months to learn they were likely eligible for health coverage and more than 5,000 likely eligible for Basic 
Food or WIC. 

The pilot is clearly on the correct path for the future, recognizing that greater efficiencies can be gained 
through electronic means of enrollment, as well as meeting the desires of families for an easier and 
expedited screening and application submission process. The need for family follow-up to obtain the 
necessary documents for verification, however, remains an issue for the pilot to grapple with. Of the 
families who submitted online applications but were denied, 89% lacked required documents. 

KC Kids Dental Pilot 

The Washington Dental Service conducted the KC Kids Dental Program as a pilot from January through 
December 2008. The program succeeded in reaching and enrolling 808 children in families between 250% 
and 300% FPL in dental coverage—80% of the estimated population without dental insurance in this 
income range. The pilot also succeeded in getting 83% of these children to a dentist for preventive care or 
restorative treatment with one of the more than 700 participating dental providers in the county. The fact 
that the majority (70%) of the dental services delivered were preventive is particularly encouraging, both for 
the long-term dental health of the children and because of the link between preventive dental services and 
avoided future costs.  

This pilot, like Online Enrollment, points to the potential power of technology in the screening process, 
with over 17,000 KC Kids website hits during 2008 and almost 2,800 individuals completing the interactive 
form to determine eligibility for the program. In addition, the pilot identified 1,000 children ineligible for the 
KC Kids Dental Program who were referred to CHI’s Access and Outreach. 

Maternal and Child Behavioral Health 

The Maternal and Child Behavioral Health pilot started slowly but clearly made use of its first year of service 
delivery to learn what it takes to integrate behavioral health services into primary care settings. Clinics were 
at 90% of their caseload goal by the end of May 2009 and, of those mothers with sufficient data to track 
outcomes, 65% showed clinical improvement in depression and 59% in anxiety (as reflected in a five-point 
or greater change on screening scales).  

Primary among the learnings from this pilot is the need for knowledge, capacity, and access to behavioral 
health-related tools and resources for primary care staff. The availability of a manageable screening tool for 
mothers helped identify almost 3,000 pregnant and parenting women with depression and mood disorders 
at the clinics involved in the pilot during the first 11 months of the program. The lack of a validated and 

“Being ‘in the community’ makes a huge difference. There is more 
opportunity to build relationships and people come to trust you. And 
having places, like the Kent and Federal Way offices, where people 
can come in and find us, helps establish a continuing presence.” 

–Access & Outreach Supervisor 
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efficient screening tool for children has made it more difficult for clinics involved in the pilots to conduct 
screenings for children, and the numbers of those ages 0 – 12 who have been screened is just over 1,700.  

Finding mental health services for the women and children who screen positive has been difficult. 
Recognizing the lack of experience and capacity within the clinics, particularly related to children’s needs, 
the pilot’s reprogramming of CHI funds helped support more extensive psychiatric consultation, evaluation, 
and technical assistance. The new contract in February 2009 with Children’s Hospital Psychiatry and 
Behavioral Medicine has begun to address the problem. By the end of May 2009, 99 of the children 
screening positive were receiving mental health services, as well as 186 of the pregnant women and mothers 
screening positive—a substantial increase over the figures reported by the clinics at the end of 2008. 

Long-term Community Health Outcomes 

Some indications of positive impacts are evident in the longer-term measures for the CHI. While most are 
not statistically significant and other measures remain unchanged, which is unsurprising considering the 
enormity of the issues they describe, the CHI appears to be headed in the right direction. As the Health 
Innovation Implementation Committee acknowledged when it selected these measures, accomplishing 
substantial results on large-scale community-wide measures will be a challenge. The CHI effort reaches a 
relatively small group of children in the county’s population, and therefore, changes in measures such as the 
rate of uninsured children in King County were unlikely to be evident within three years, which was made 
even more difficult by the economy and current job losses.  

Perhaps of more importance, the learnings gained through the CHI—including the model of service 
delivery for Access and Outreach, the work undertaken in the Online Enrollment pilot, the early discoveries 
made in the Maternal and Child Behavioral Health pilot, and the experience of the Oral Health pilot—will 
be helpful to King County, other local health jurisdictions, and Washington State as a whole.  

The CHI presents a model of a successful public and private community collaboration to help families 
overcome barriers and obtain needed healthcare services. It is important to note the partnerships that 
developed through the CHI which brought together community organizations committed to expanding 
coverage for children and improving the healthcare system that serves them. The CHI has been effective in 
bringing together the right groups of knowledgeable people to achieve success, such as the members of the 
Health Innovation Implementation Committee and those on the Access and Outreach Committee. The 
support from Group Health Cooperative, Washington Dental Service, and the many additional 
organizations that amplified the King County Council funding made it possible for the CHI to expand its 
strategies and to test models and approaches to service delivery that may become the foundation for an 
improved healthcare system for children.  
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C.  HIIC Meeting Summaries 
 

Meeting Summary                                     
Thursday, October 23, 2008  
Children’s Health Initiative 
Health Innovation  
Implementation Committee 
 
The meeting was held from 10 am to 12 pm in room 116 at 401 Fifth Ave, Seattle, Public Health-Seattle 
& King County.   
 
Committee Members, Observers and Staff Attending: Abie Castillo, Kay Knox, JoAnn Whited, 
Karen Merrikin, Claudia St Clair, Lisa Yohalem, Darlene O’Neill, Dorothy Teeter, Judy Clegg, Dawn 
Smart, Susan Johnson, Lisa Podell, Ann Shields, Rachel Quinn, Susan Thompson, Kirsten Wysen 
 
The meeting commenced with brief introductions followed by a call to order and review of the agenda 
by HIIC facilitator, Judy Clegg.  Clegg refreshed for the group the status of the Measurement & 
Evaluation Report on the Children’s Health Initiative that was delivered to the King Council in early 
August 2008.  To date there have been no questions or clarifications requested by the Executive or 
Council members regarding the report. All HIIC members were provided with an electronic copy of the 
report and the appendices.  They also were provided with copies of the new Children’s Health Initiative 
brochures, which report on outreach accomplishments over the last year.  It was noted that members of 
the original Children’s Health Access Task Force would be interested in these results and CHI staff said 
they would send them to those original task force members. 
 
Susan Johnson and Karen Merrikin reported on their participation as panelists along with WDSF’s Laura 
Smith and King County Council staff, Carrie Cihak, in a well-attended session at the recent Joint 
Conference on Health held in Yakima.  The panel provided an overview about the beneficial 
public/private partnership that worked to fund and implement the Children’s Health Initiative.  In 
addition, Lisa Podell organized another panel at the joint conference that highlighted successful 
children’s outreach and linkage activities in King, Whatcom and Yakima Counties. 
 
Susan Johnson also was invited to present a CHI update to the Group Health Cooperative Board of 
Trustees who were very pleased to learn of the successful accomplishments of the CHI and that their 
investment of $1 million has been returned by the ROI to King County by the number of children 
enrolled in 2007.  The county’s $1 million outreach investment in 2008 is estimated to return $4 million 
in health premiums and health care spending, and in 2009 the return on investment is expected to be $5 
million. 
 
Implementation Updates 
Advocacy and alignment: Kirsten Wysen, Policy Analyst, gave a brief overview of two studies by the 
Commonwealth Fund and Robert Wood Johnson.  The Commonwealth Fund study showed when 
Medicaid eligibility periods are shorter (e.g. three months) children have more ambulatory care sensitive 
hospitalizations than when eligibility periods are longer (12 months).  Available at: 
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http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=711359 The RWJ 
study reported that Washington State has the 8th smallest (best) disparity in infant mortality rates 
between the highest and lowest quartiles of maternal education levels and the 20th smallest difference in 
children’s health measures between the highest and lowest quartiles of family income.  Available at:  
http://www.rwjf.org/pr/product.jsp?id=35010.  Kirsten reviewed the HCCY 2009 legislative agenda 
which outlines four key priorities: 1) Funding for final phase-in of eligibility expansion up to 300% 
FPL; 2) Funding for mental health; 3) Funding for health promotion and outreach; and 4) Funding for 
developmental screens.  
 
Outreach and enrollment:  Lisa Podell, Program Manager, provided an update of the county-funded 
outreach activities in King County.  The outreach and enrollment teams are on target to reach the 2008 
goal of 2,600 approved applicants—as of the end of September 1,955 new and renewal applications 
were approved.  Many goals for 2008 have already been exceeded.  For instance, by the end of 
September CHI outreach workers had provided culturally appropriate health education and guidance to 
3,596 parents  and 2,599 community agency and school staff on topics ranging from preventive care, 
health insurance and linkage to medical and dental homes, which far exceeded the target of 1,500 
parents and 2,000 staff.  Likewise, Since January 2008, 2,687 children have been provided culturally 
relevant health education (the 2008 target is 1,200) 
 
With each enrolled child bringing $150/per month into King Count, the expected ROI in terms of 
managed care premiums and fee-for-service spending for the newly enrolled children will add up to $4 
million in 2008 and $5 million in 2009.  King County continues to lead all other counties in the state in 
the rate of enrollment growth. 
 
Lisa also reviewed the reviewed the proposed 2009 SCHIP premiums.  For the 200% - 250% FPL the 
premium would go up to $20 per child with a family cap of $40; for 250% - 300% FPL the proposal is 
$30 per child with a $60 family cap. 
 
The state allocated $4.4 million in outreach funds for the ’07-’09 biennium. Although $4 million has 
been requested for the ’09 –’11 biennium, it is not likely to be funded considering the projected state 
deficit.  Although the state is expected to move forward in January, 2009, to extend coverage to children 
up to 300% FPL, as called for in the Cover All Kids law, the state is not yet ready to require linkage 
activities and data share agreements in contracts with other counties. 
 
Pilot Projects:   
Online Enrollment:  Kay Knox and and JoAnn Whited from Within Reach were present to brief 
committee members on the progress of online enrollment.  Within Reach is one step closer to e-
submissions (the electronic submission of application data to DSHS)!  ParentHelp123 users can now 
submit an application online through the www.ParentHelp123.org website.  Once received, Within 
Reach will follow through with faxing applications to DSHS.  Website data from August 22 to 
September 30 showed that 80%, or 815 users elected to send their application online.  The e-applications 
were for a variety of programs: 320 children’s medical, 60 pregnancy medical, 266 BHP and 169 for 
food.  Additional new website developments are a Spanish language Benefit Finder that is now fully 
operational and a new ‘Professionals Section’ that offers a resource took kit for professionals and sets 
the stage for the “super-user” version anticipated in the fall of 2009. Next steps are the development of 
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the “super-user” version, implementation of e-faxing by the end of 2008, e-submission to the state by 
summer 2009 and as mentioned, the launching of the “super user” version in fall 2009.  
 
Mental Health Pilot:  Anne Shields from Public Health Seattle-King County provided an update on the 
Mental Health pilot project.  The pilot is working with five agencies at nine clinic sites. Early results 
indicate that partnering clinics are doing well with screening activities but are finding it challenging to 
treat clients, due to provider inexperience, and poor access to mental health providers clients into 
treatment.  This should improve as care coordinator and provider training continue and psychiatric 
consultation services are gelled.  
 
KC Kids Dental Program:  Darlene O’Neill from WDS reports that as of the end of September 664 kids 
have been enrolled in the KC Kids Dental program and 72% of them have accessed care through 356 
dental providers in King County.  WDS sends out a monthly letter to enrollees to encourage them to 
make dental appointments and reminding them that KC Kids is a time-limited program.  WDS is 
working with PHSKC on a plan to transition eligible KC Kids enrollees to state-funded programs as of 
Jan. 1, 2009 when the state extends medical and dental coverage to families up to 300% FPL.  An 
information packet will be mailed to all enrollee households in November providing them with 
information on the Washington Apple Health for Kids program and contact information to the CHI 
outreach teams.  Based on experience over the past year it is anticipated that some of the KC Kids 
enrollees will not be eligible for SCHIP because they have medical coverage through a parent.  SCHIP 
does not provide wrap around dental coverage for these children, a point which has been brought to the 
attention of State officials by HIIC committee members.  However, a federal waiver or legislation is 
needed to change this policy.  
 
Committee members asked if WDS was working with the state to explore the possibility of 
implementing a Michigan-type model in Washington where WDS would administer Medicaid dental 
services in some rural Washington counties.  Over the past year WDS has met with the state several 
times to discuss this issue.  In the 2009 legislative session a three-year pilot will be proposed by WSDA 
and a coalition of health and dental advocates.  The proposal is based on Michigan’s successful model 
and would cover one-third of Washington State’s Medicaid eligible children in 21 counties where dental 
Medicaid utilization is as low as 10 percent.  
 
Committee members also asked if the KC Kids dental providers from the WDS PPO network would 
continue to provide dental services to children who transitioned to Medicaid programs.  Reimbursement 
for the KC Kids program is higher then what Medicaid offers. This could be an opportunity for WDS to 
do some advocacy among their PPO providers to receive ABCD training in order to increase Medicaid 
reimbursement for services.  
 
Progress on Measures for 2009 
The IRB for the CHI telephone evaluation survey was waived, which was great news.  The survey tool is 
ready and the Gilmore Research group will start conducting the surveys in November.   Data should be 
available by January.  
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2009 Budget and Sustainability 
In 2009 the county-funded, highly successful CHI outreach and linkage efforts will continue. However, 
it is the last year the county will support this work.  There was discussion regarding what other options 
for sustainable funding could be identified.   
One possible source of additional funding is private dollars that were set aside for financial sponsorship 
to reduce the burden of premium expense for SCHIP families. Given the reasonable SCHIP premiums 
being proposed this funding will not be necessary and funds could be re-programmed to support 
outreach and linkage work in 2010.   
 
CHI staff reported that there is significant ROI for the outreach and linkage work.  Every child 
successfully enrolled brings state money to King County.  The $150 per child per month paid to 
participating health plans represents millions of dollars to health plans and our local economy each year.  
The linkage to services and connections to a medical home reduces unnecessary medical costs.  The 
innovative CHI model of outreach and linkage also offers important learnings for the State’s outreach 
efforts with benefits to the rest of the state as well.  
 
Further discussion and decisions about a sustainable outreach funding level going forward and possible 
funding sources will be a focus of the December HIIC meeting.   
 
Update on Public Health Funding 
Susan Johnson provided committee members with an update on Public Health funding, the proposed 
cuts and the need to fund sustainable public health funding.  In short, for at least the past decade, since 
the motor vehicle excise tax (MVET) funding source for public health was removed, public health has 
been without a long term stable source of state funding.  At the local level also, public health has no 
capacity to generate a source of flexible funding that can grow over time with inflation.  This creates a 
combined structural problem which will be the focus of state-wide public health efforts this coming 
legislative session.  For 2009, PH-SKC is looking at long term reductions of $11m with an additional 
$8m of cuts in a “lifeboat” awaiting assistance for a state legislative solution. 
 
Next Steps 
The focus of the next HIIC meeting will be advocacy work for the 2009 legislative session and 
continued discussion and decisions regarding the 2009 CHI budget.  The next HIIC meeting will be in 
January 2009.  
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Meeting Summary                                     
Thursday, January 15, 2009 
Children’s Health Initiative 
Health Innovation  
Implementation Committee 
 
The meeting was held from 10 am to 12:30 pm in room 117 at 401 Fifth Ave, Seattle, Public Health-
Seattle & King County.   
 
Committee Members, Observers and Staff Attending: Abie Castillo, JoAnn Whited, Patty Hayes, 
Sharon Beaudoin, Lan Nguyen, Claudia Sanders, Karen Merrikin, Lisa Yohalem, Darlene O’Neill, 
Peggy Wanta, Tom Byers, Dawn Smart, Susan Johnson, Lisa Podell, Ann Shields, Susan Thompson, 
Kirsten Wysen, Susan Kinne 
 
The meeting commenced with brief introductions, acknowledgements that personal challenges were 
being faced by Dawn Smart and Judy Clegg, and followed with a call to order and review of the agenda 
by Susan Johnson who facilitated the meeting.   
 
Kirsten Wysen gave the group an overview of the SCHIP renewal process in Washington, DC as well as 
elements of the Governor’s proposed budget as relate to the HCCY agenda, CHI and advocacy 
strategies.  Handouts were provided on these items.  Discussion ensued around the effect delays to 
expansion would have on the dental program pilot ending and the group’s sense that outreach was 
needed more than even now due to the increasing numbers of residents losing jobs and health coverage. 
 
It was in the context of this changing landscape at the state level that the revised budget was presented 
for discussion and consideration.  Understanding that the Outreach committee would take a longer view 
of sustainability for CHI outreach, the immediate suggestion presented in the revised budget was to 
redistribute funds previously budgeted for premium sponsorship to outreach and to reapportion the 
evaluation budget given the new work on the measures underway in 2009.   Following brief discussion 
concerning the continued commitment of the County to live up to its pledge of $1m for outreach in 
2009, a motion to accept the revised budget was made by Karen Merrikin, seconded by Tom Byers and 
unanimously accepted.     
 
Dawn Hanson Smart gave an update on the Measures being collected for 2009 and stated that evaluation 
of the Family Survey data is underway with preliminary analysis showing positive elements.  Review of 
all survey elements likely at the next HIIC meeting. 
 
Susan Kinne, epidemiologist with PH-SKC, shared the results of her evaluation of the first measure; 
uninsured children aged 0–18 in King County, using the newly released 2008 WA State Population 
Survey.  One finding is that due to the intensive enrollment efforts of the CHI, children are holding even 
while adult health insurance coverage rates are decreasing.  A copy of her work showing this was 
distributed.   
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Implementation Updates 
 
Advocacy and alignment: Kirsten Wysen, Policy Analyst, had earlier given this update covering the 
SCHIP reauthorization, Apple Health possible contingencies and some discussion regarding possible 
federal stimulus bill effects.  
 
Outreach and enrollment:  Lisa Podell, Program Manager, provided an update of the county-funded 
outreach activities in King County.  Two handouts were distributed; 2008 year-to-date outcomes and 
objectives and 2008 CHI children enrolled.  All objectives were met or exceeded in 2008, notably 3,043 
children were enrolled in coverage.  The target was 2,600. 
 
Pilot Projects:   
 
Mental Health Pilot:  Anne Shields, from Public Health-Seattle & King County, provided an update on 
the Mental Health pilot project.   
 
The eight clinics and maternity support programs in the pilot program screened over 1,500 children ages 
0-12 during the first six months of implementation. 359 (23% of children screened) were positive for 
mental health concerns. As relatively few primary care providers and MSWs at pilot clinics have direct 
experience with mental health screening and assessment in children, funding strategies were revised at 
the end of 2008 to reprogram CHI funds to contract for psychiatric consultation and technical assistance 
through Children’s Hospital Psychiatry and Behavioral Medicine Department in 2009. Consultation 
services for children will be provided by and under the direction of UW faculty member, Robert Hilt, 
MD, a pediatrician and psychiatrist.   

Dr. Hilt also directs a child mental health consultation program called the Partnership Access Line 
(PAL) for DSHS providers.2 PAL provides rapid telephone access to child psychiatrists, free practical 
care guides and patient handouts, and assistance finding psychiatric resources.  
 
KC Kids Dental Program:  Darlene O’Neill from WDS reports that as of the end of December 2008, 808 
kids out of 1,000 estimated possible have been enrolled in the KC Kids Dental program and 83% of 
them have accessed care.  Approximately $537,000 has been spent on treatment claims received for 6 
months over the year long program and although total cost of restorative treatment was higher, there 
were 911 preventive encounters compared to 521 for restorative care.  As planned, the program ended 
on December 31, 2008.  In November each enrollee family received a letter discussing the end of the 
program and providing information on enrolling in the state SCHIP program. WDS has plans to produce 
a “mini magazine” of lessons learned.  When this is available we will distribute to the committee.   
 
Online Enrollment:   JoAnn Whited from Within Reach gave an update on progress to date.  In the last 
five months, over 5,000 people have used the Benefit Finder feature of the ParentHelp123.org website to 
find out what public benefits they may be eligible for.  About 2,000 applications were submitted for 
children’s medical coverage.   
 

                                                
2 For more information about PAL, see www.PALforkids.org for the PAL handbook and recommendations on primary care 
principles for addressing child mental health issues.  
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WithinReach staff are working on establishing a secure electronic submission process with DSHS.  
WithinReach currently uses electronic faxes to send in applications, which cuts down on the use of 
paper, but still requires data entry from the applicant and re-keying the same information by DSHS staff.  
Patty Hayes, JoAnn Whited, Tony Lee (Common Ground), Annique Lennon (the Children’s Alliance) 
and Kirsten Wysen (PHSKC) met with DSHS staff in December to plan for testing and implementing 
the electronic submission process.  The HIIC will be kept informed on progress in establishing 
electronic data transfers from WithinReach to DSHS.   
 
The passage of the electronic signature bill this legislative session will make electronic applications 
more streamlined, although paper citizenship and income documentation will still be needed to 
determine eligibility. 
 
ParentHelp123.org users have shown they prefer using an electronic method to submit their applications, 
rather than printing and mailing them in on their own.  When asked at the end of the ParentHelp123.org 
application whether they wanted WithinReach to e-fax their application in or print and mail, 80% chose 
to have WithinReach submit their application via e-fax.  WithinReach also is developing pilot 
approaches to complete annual application renewals using the cell phone numbers and email addresses.  
DSHS does not routinely use these contact methods for renewals, relying instead on mailings. 
 
The meeting adjourned just after Noon with the next meeting likely to be in April, 2009. 
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Meeting Summary                                     
Thursday, April 9, 2009 

Children’s Health Initiative 

Health Innovation  

Implementation Committee 
 

The meeting was held from 10 am to 12:00 pm in room 117 at 401 Fifth Ave, Seattle, Public 

Health-Seattle & King County.   

 

Committee Members, Observers and Staff Attending:  Abie Castillo, JoAnn Whited, Patty 

Hayes,  Karen Merrikin, Lisa Yohalem, Tom Byers, Marilyn Andrews, Judy Clegg, Dawn 

Hanson Smart, Susan Johnson, Lisa Podell, Ann Shields, Susan Thompson, Kirsten Wysen. 

 

The meeting commenced with brief introductions and followed with a call to order and review 

of the agenda by Judy Clegg who facilitated the meeting.   

 

Susan Thompson gave a review of the HIIC budget highlighting that due to lower than 

projected overhead expenses there is $29,269 in unspent 2008 funds. It is anticipated there will 

also be unspent funds in 2009 which are conservatively estimated at $20,000.   It was proposed 

to reprogram $35,000 of these funds: $25,000 to the Cedar River Group (CRG), and $10,000 to 

Maternal and Child Behavioral Health pilot.  The CRG has been working beyond the scope of 

their current contract to assure complete implementation of SB 2128 especially those parts that 

directly relate to the goals and objectives of the Children’s Health Initiative.  The additional 

$10,000 of funding for the Maternal and Behavioral Health pilot would offset higher than 

anticipated need and expenses for children’s psychiatric consultation.   The committee 

approved this reallocation of funding.   

 

Dawn Hanson Smart took us through the Measurement and Evaluation February 2009 Status 

Report by combining the updates of activities with information contained within the report: 

 

Big Picture Measures 

While data on many of these measures is not yet available, a key source of information about 

the percentages of uninsured children in King County did become available in 2008. The 2008 

Washington State Population Survey shows that the percentage of uninsured children in King 

County remained relatively stable, despite significant increase in uninsured adults and despite 

the economic recession. 
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Advocacy and Alignment 

 

Regarding Advocacy, Kirsten Wysen brought to the committee’s attention that the Kaiser 

Foundation Commission on Medicaid and the Uninsured requested CHI participation in a 

briefing to examine the state of children's coverage and discuss the potential impact of SCHIP 

reauthorization, broader health reform efforts and the ongoing recession. Susan Johnson 

participated in the briefing and shared the great work that is going on with outreach in 

Washington State stressing the continuum of outreach, the need for linkage to a medical and 

dental home and the ultimate desire to be able to deem all children as covered and focus on 

getting them the services they need at the time they need them.   

 

The SCHIP reauthorization bill, CHIPRA passed April 1, and guidance as to implementation is 

being released section by section.  There should be more match money available.  States that 

have at least 5 of 8  streamlining measures in place will be eligible for bonus funding.  

Washington currently has either 4 or 5 depending on interpretation of our Employee Subsidy 

program, and is taking steps to implement express lane eligibility.  

 

Senator Murray has introduced a new HCAP replacement in the Senate.  The new program is 

called Community Coalitions for Access and Quality Improvement (CACQI) The House and Senate 

are currently seeking additional sponsors. 

 

There is a lot of speculation, but less is known about the implementation logistics of funds 

available through the federal stimulus package.  Kirsten is working with a group at the health 

department to learn more about stimulus funding and position the department for stimulus 

opportunities as they arise.  The public health department qualifies for some new health center 

funding, since it is a HRSA health center grantee for the Health Care for the Homeless 

program.  The department is waiting for additional information about the new CDC 

Prevention and Wellness funding opportunities, NIH grants and health information 

technology funds. 

 

Federal CHIP outreach grants will be offered through a RFA process to states, local 

organizations, county governments, faith-based groups and others.  Priority will be given to 

groups who have experience and skills in connecting with communities that are often 

uninsured, including rural residents, populations of color and those who don’t speak English.  

The HIIC group discussed the advantage of forming a statewide coalition to respond to the 

RFA.  The time to do this planning work is now in advance of the release of the RFA which is 

expected in the fall.  Several HIIC members and staff (Abie, Tom, Patty, Lan, Kirsten, Lisa and 

Karen) formed a workgroup to further explore forming a statewide coalition.  The group 

decided to take preliminary steps to explore a coalition approach and is currently gathering 
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data on uninsured children statewide and best practices in outreach that have been learned 

nationally and over time in Washington state. 

  

Access and Outreach 

Lisa Podell, Program Manager, provided an update of the county-funded outreach activities in 

King County.  Handouts were distributed for all of 2008 date and the first quarter of 2009.  All 

objectives were met or exceeded in 2008.  Notably 3,043 children were enrolled in coverage 

(the target was 2,600) and the program is on track to meet 2009 objectives. The gap between 

approved and submitted applications that appeared to be widening in early 2009 has   

narrowed back to the usual ~80% approval rate in the first 5 months of 2009.  Other good news 

is that CHI enrollees are getting to doctors (89%) and dentists (60%). The data share agreement 

is working inconsistently; there is a 12 to 18 month delay in getting the data which often varies 

in volume and quality.  

 

Lisa also presented data on the number of children enrolled and linked to services by CHI 

teams compared to contracted CBO staff which reveals significantly higher productivity by the 

CHI teams.  There are many possible reasons for this including the expertise and years of 

experience of CHI staff in doing outreach, and the strong supervision component built into the 

CHI outreach team model as compared to CBO staff.   

 

 

Maternal and Child Behavioral Health Pilot 

Anne Shields, from Public Health-Seattle & King County, provided an update on the Mental 

Health pilot project.  A separate evaluation will be funded through the levy and will be 

released by the project at the end of April.  The health centers receiving funding have shown a 

lot of variation in their performance measures, which supports the need to invest in 

improvements in the delivery of integrated medical and mental health care.  To dig deeper 

into this variation, the mental health pilot project convened two focus groups of medical 

providers this spring to identify how to improve access to mental health services and how to 

improve systems of care.   The mental health pilot project continues to use quality 

improvement techniques (plan-do-study-act cycles) and greater transparency around 

performance measures to create learning opportunities about how to improve access.  

 

Oral Health Pilot 

Susan Thompson handed out a report just completed by on the KC Kids Dental program.   The 

report outlines the implementation process for the KC Kids program and final program 

outcomes.  The report will be distributed to CHI partners, WDS board and other stakeholders.  

One learning from the KC Kids program was the lack of availability of dental wrap around 

services for SCHIP-eligible children who have private medical coverage.  This issue has been 
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addressed at the federal level through CHIPRA and now dental wrap around services are 

available to SCHIP-eligible children.   

 

Online Enrollment Pilot 

Patty Hayes and JoAnn Whited from Within Reach gave an update on progress to date.  

Within Reach staff continue to have meetings with DSHS to facilitate the establishment of a 

secure electronic submission process, but progress is slow.  From January to March 2009, over 

15,000 users statewide have visited www.ParentHelp123.org.  Users start with the 

BenefitFinder section, which provides them with information about what programs they are 

likely eligible for after they answer a few screening questions.  10,000 users statewide, 

including 3,200 in King County, were found likely eligible for health coverage and about 7,400 

(2,400 in King County) were for food assistance.  Two thirds of these users proceed to the 

application part of the ParentHelp website.  The average time to complete both the screening 

and application process is 15 minutes.   

 

JoAnn reported that WithinReach has collected information on all the families that have been 

referred to medical coverage and food assistance in 2008.  30,000 families used their website 

and 20,000 additional families used the WithinReach call center to obtain health coverage; and 

16,000 families used the ParentHelp123.org website to get connected to food assistance and 

97,000 used their call center to do so.  All in all, WithinReach as an organization connected 

163,000 families to health and food benefits in 2008, which was worth $156 million in services. 

 

Tom Byers provided the HIIC group with an Olympia update:   

• There is a 0.3 % increase in sales tax to fund health items currently being proposed.  

This would require a public vote for approval.  The Referendum would provide 

funding for public health, the Basic Health Plan and hospitals.   

• Apple Health HB 2128 reiterates the call for coverage for all kids, a single 

administrator for the program a unique ID card and specifics regarding 

measurement of outcomes that align nicely with the work of the CHI.  

• The plan to implement a buy-in program for families earning over 300% FPL is more 

controversial—the Governor took it out of the budget and the House has put it back 

in.    

• Despite strong support in Olympia for Apple Health, it is unlikely to emerge intact 

from this legislative session due to the size of the state budget deficit.  Decreased 

reimbursement rates to providers and hospitals may mean more access issues for 

those enrolled.  There may be more and more areas of the state where finding a 

provider to see an Apple Health child may be next to impossible.  

• The immunization program for children was cut significantly in the state budget. 
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Tom also reported he has discussed with Rep. Larry Seaquist integrating measures into state 

performance indicators on the negative impact of the current recession for families and child 

health.  United Way recently posted data on indicators of the recession, and in January 2009 

George Washington School of Public Health and Health Services released a document titled, 

Examining the Health Consequences of the 2008-09 Recession.  These documents will be reviewed 

by a HIIC working group (Kirsten, Tom, Dawn and Susan T) for the purpose of developing 

indicators to measure the impact on families and health due to the recession to inform 

legislators and other interested parties.   

 

Next Steps  

A sub-group of HIIC members and staff will meet to coordinate the formation of a possible 

statewide consortium to respond to the forthcoming CMS federal outreach grants that we 

think will seek to push out federal outreach funding into local communities.  A working group 

of consortium partners representing WithinReach, Community Health Plan, Public Health – 

Seattle & King County, Communities Connect, Health Coalition for Children and Youth will get 

this effort started.  

 

A sub-group of HIIC members and staff will meet to discuss the development of indicators to measure 

the impact of the recession on families and health. 

 

A proposed date in May for a brown bag lunch will be sent out to HIIC members who are interested in 

hearing a report from the CHI family survey.  

 

The meeting adjourned just after noon with the next meeting likely to be in July 2009 to review 

and discuss the annual report due to the King County Council in August 2009.   
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Meeting Summary                                     
Thursday, May 21, 2009 

Children’s Health Initiative 

Health Innovation Implementation Committee 

Family Survey Results Review 
 

The meeting was held from 10:00 am to 12:00 pm in room 117 at the Chinook Building, 401 

Fifth Ave, Seattle, Public Health-Seattle & King County.   

 

Committee Members, Observers and Staff Attending:   

Abie Castillo, JoAnn Whited, Ben Danielson, Lan Nguyen, Marilyn Andrews, Caren 

Goldenberg, Charissa Fotinos, Judy Clegg, Dawn Hanson Smart, Rachel Quinn, Lisa Podell, 

Susan Thompson, Kirsten Wysen.  

 

The meeting started with a quick round of introductions and followed with a call to order and 

review of the agenda by Judy Clegg who facilitated the meeting.  Dawn Smart walked the 

Committee through highlights of the findings of the Family Interviews with Children’s Health 

Initiative (CHI) enrollees. 

 

Dawn reviewed the methodology behind the Family Interview study.  Gilmore Research 

conducted interviews with families enrolled in Medicaid or CHIP through the CHI.  During 

November and December 2008, Gilmore completed 153 family interviews.  Families were 

divided into two groups—established families that had enrolled a year before the interview, 

and those who were new to the program, enrolling within the last month.  Newly-enrolled 

families (called “families without CHI” in the report) served as a comparison group for more 

established families (called “families with CHI”). 

 

Following the description of the methodology, Dawn went over the characteristics of the 

interviewed family, which are on pages 9 and 10 of the report.  Interviewed families had 

children ranging from under age 5 to over age 18 with the predominant age category ages 5 -12 

representing 44% of interviewed families.  A second notable point is that the vast majority of 

interviewed families were Hispanic/Latino (78%).  The Steering Committee members 

discussed the demographics of the phone interview participants, noting that 96% were people 

of color (78% Hispanic, 11% Asian, 4% black and 3% other).   

 

Interview questions measured changes in: 

• Parents’ level of confidence in their ability to access needed services for their 

children, 
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• Parents’ perceived ease of accessing needed services for their children, 

• Parents’ perception of their children’s health status,  

• Number of school days missed due to illness and 

• Number of parent work days missed due to child’s illness. 

 

In general, results from the family interviews showed: 

• Families with CHI reported more confidence in accessing needed health services for 

their children 

• Families with CHI reported greater ease in accessing needed health services for their 

children 

• None of the interviewed families with CHI reported missing more than four days of 

school or work due to a child’s illness. 

 

CHI families who reported being “very worried” about meeting their children’s healthcare 

needs were decreased when compared to non-CHI families (28% and 39% respectively).  

However, this was amplified among the subset of families with children ages 5-12.  Sixty 

percent of non-CHI families in this age group reported being very worried compared to only 

27% of CHI families.   

 

Dawn discussed the “under 5” effect noted in the survey:  families with children under age 5 

in both the “with CHI” and “without CHI” groups gave responses that were different from 

families with older children.  In general, these families were more confident in accessing 

services and had a more positive outlook on their experiences obtaining healthcare for their 

children.   For example, across both groups a full half of families with children under age 5 

were “very confident” that they would be able to get healthcare if their child needed it, 

compared to 28% of families with children ages 5-12.  The meeting group discussed possible 

reasons for this including the possibility that families with young children may have more 

frequent encounters with the health system that influences their sense of confidence and 

attitude. 

 

The family interviews did not find a difference between the families with and without CHI in 

parents’ perception of their children’s health status.  The group discussed why this measure 

did not show an effect and concluded that outreach, health education and linkage to care 

efforts may not show an improved health effect so early in the program’s progress.  Several 

California Counties’ evaluations with similar designs were completed in the third of fourth 

year of the program.  In addition, the Gilmore family interview study had a relatively small 

sample size and the limitation of a survey design makes it impossible to flesh out how a parent 

ranks categories such as “very good” and “good” and why they select one over the other.   
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Other positive findings included: 

• There was a 50% lower level of missed school days for CHI versus non-CHI 

children.  Overall 7% of CHI children missed three of more days of school in the 

prior month, while 15% of non-CHI children did so. 

• None of the families with CHI reported missing more than four days of school or 

work in the past month due to a child’s illness, whereas 6% of those without CHI 

reported that they had missed between five and ten days of school or work in the 

last four weeks.  

 

There was not a significant difference in the percentage of parents missing work days due to a 

child’s illness between the CHI and non-CHI families. 

 

Lisa Podell congratulated Ben Danielson on the very moving speech he gave to a group of 

Black Ministers at an event the prior week where he framed health disparities as a civil rights 

issue, and she thanked him for mentioning the Children’s Health Initiative as one example of 

an approach that is working against health disparities.  Ben said he appreciated having the 

evaluation data and program numbers about the CHI to use in his work. 

 

Dawn and Judy wrapped up the meeting at noon and promised to finalize the  Family 

Interview study the next week.  The next HIIC Committee meeting is scheduled for Thursday, 

July 16, 2009 to review and discuss the annual report due to the King County Council in 

August 2009.   
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 D.  Access & Outreach Committee Roster 
First 
Name Last Name Title Organization Email Phone 

Alice   Kurle   Hope Link alicek@hope-link.org 425-889-7880 

Crystal Lyons 

Community 
Programs 
Supervisor 

Odessa 
Brown 
Children’s 
Clinic 

crystal.lyons 
@seattlechildrens.org 206-987-7203 

Delthia 
Wright-
Thompson 

ECEAP 
Health/Nutrition 
Coordinator 

Puget Sound 
Educational 
Service 
District 

dwright-thompson  
@psesd.org 425-917-7885 

Giselle 
Zapata-
Garcia Coordinator 

Community 
Health 
Access 
Program, 
Washington 
Health 
Foundation gisellez@whf.org 206-284-0331 

Lisa Zerda 

Member 
Services 
Director 

Molina 
Healthcare of 
Washington 

lisa.zerda 
@molinahealthcare.com 425-424-1160 

Marilyn Andrews 
Outreach 
Coordinator 

Molina 
Healthcare of 
Washington 

marilyn.andrews 
@molinahealthcare.com 

425-424-1100 
x144229 

Marina  Espinoza   

Washington 
Dental 
Service 
Foundation 

mespinoza 
@deltadentalwa.com 206-729-5494 
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E.  Report on Family Interviews — April 2009 

Executive Summary 

The King County Children's Health Initiative (CHI) is a public/private partnership designed to 

improve low-income families’ ability to enroll in federal and state health insurance programs 
for which they are eligible and to ensure that children obtain appropriate preventive medical, 
dental, and behavioral healthcare. CHI strategies include outreach to families and services to 

help link them to an ongoing source of healthcare. Three pilot projects explore new ways to 
increase access to healthcare, including dental and mental health care. The CHI also 
incorporates advocacy work to sustain the effort into the future.  

Ultimately, CHI strategies are intended to have long-term impacts on children’s health, quality 
of life, and avoided costs for communities in King County, as the preventive care made 
available not only improves children’s health and lowers costs from avoidable emergency room 

visits and hospitalizations, but can also reduce the number of school and work days that 
families miss due to a child’s illness.  

To begin to assess its progress toward these long-term goals, in 2008, its second year, the 
CHI hired Gilmore Research to conduct interviews with families enrolled in public health 
insurance coverage through the CHI. During November and December of 2008, Gilmore 

completed 153 family interviews. Families were divided into two groups for the interviews—
established families in the program that had enrolled a year before the interview, and those 
that were new to the program, enrolling within the last month. Newly-enrolled families (called 

“families without CHI” in this report) served as a comparison group for more established 
families (called “families with CHI”) who had sufficient time to seek medical and dental care 
for their children.  

Specifically, interview questions measured changes in: 

� Parents’ level of confidence in their ability to access needed services for their 
children 

� Parents’ perceived ease of accessing needed services for their children  

� Parents’ perception of their children’s health status  

� Number of school days missed due to illness  

� Number of parent work days missed due to child’s illness 

Data across some demographic categories, such as differences in responses based on 

ethnicity, did not represent a sufficient number of families to make meaningful comparisons. 
However, differences in responses based on whether the family was newly enrolled or 
established in the program surfaced in several categories.  
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Data from the family interviews related to these measures show: 

� Families with CHI reported greater ease in accessing needed health services for 
their children 

� Families with CHI reported more confidence in accessing needed health services 

for their children 

� None of the interviewed families with CHI reported missing more than four days 
of school or work due to a child’s illness  

Findings from the family interviews are encouraging. The CHI’s evaluation will supplement the 
information obtained from the interviews and continue to track progress in 2009 with a 
number of additional measures. The new measures include well-child visit rates, immunization 

rates, and rates of preventable emergency room visits and hospital admissions for CHI 
enrolled children.  

Background 

The vision and mission of the CHI, adopted by the King County Council in 2007, is to improve 
the access to care and the health of children in King County. The following vision and mission 
statement guides CHI’s advocacy, outreach, and health innovation pilot projects: 

King County's vision is for every child in King County to achieve optimal health and 
grow into a healthy adult. Recognizing that regular access to healthcare is necessary 

to achieving optimal health, the mission of the county’s Children’s Health Initiative is 
to create conditions under which children have consistent access to comprehensive, 
preventive-focused primary healthcare prioritizing those activities which will have the 

most significant impact on health or reduction in health disparities. 

Partners 

The CHI is a collaborative initiative of the King County Council, the King County Executive, 

Public Health—Seattle & King County (PHSKC), the State of Washington, Group Health 
Cooperative, the Washington Dental Service, and a diverse range of private funders and 
community-based organizations. The breadth of CHI’s financial support and the expertise of its 

service delivery and advocacy partners are testimony to the importance the community places 
on ensuring access to timely preventive services and medical, dental, and behavioral 
healthcare for low-income children and their families. 

Program Overview   

The CHI is a multi-faceted effort that helps children and their families overcome barriers to 

obtaining needed healthcare services through a set of state-of-the-art programs. 
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� The Advocacy and Alignment Component works collaboratively with state and federal 

policymakers to ensure achievement of full implementation of the Cover All Kids law. 
Working with other child and family advocates, CHI staff work for the implementation of 
policies and systems that improve the health of low-income families. 

� The Access and Outreach Component, which the family interview survey evaluates, reaches 
out to identify and enroll children in public health insurance programs for which they are 
eligible, employs trusted messengers from the community to deliver information about the 

value of early prevention and insurance, links families and children to a regular source of 
medical and dental care, and encourages quality integrated service delivery within clinics 
by utilizing care coordinators. 

� The Online Enrollment Pilot Project builds user-friendly web access for parents to easily 
enroll their children in public health insurance and other basic needs programs through use 
of WithinReach’s ParentHelp123 system.  

� The Behavioral Health Integration Pilot Project includes a diverse array of services, 
interpreted into multiple languages, to provide an integrated set of mental health and 
medical care services for children and their families.  

� The KC Kids Dental Pilot Project was implemented by the Washington Dental Service and 
served as a demonstration for the state’s expansion of dental coverage up to 300% of the 
Federal Poverty Level effective January, 2009.  

Long-Term Impacts  

The strategies employed through the CHI are intended to have long-term impacts on children’s 

health, families’ quality of life, and avoided costs for communities in King County. The 
preventive care made available to children not only improves their health, but also is aimed at 
lowering their use, and therefore, the costs of emergency rooms and hospitals. Preventive 

care is believed to reduce the number of school days these children miss and the work days 
that families miss due to a child’s illness.  

In early 2008, the CHI’s Health Innovation Implementation Committee (HIIC) selected a set of 

measures to track longer-term results of the project, including: 

� Rate of uninsured children ages 0 – 18 in King County and Washington State 

� Well-child visit rate for CHI enrolled children ages 3 – 6 

� Immunization rate for CHI enrolled children  

� Rate of preventable ER visits for CHI enrolled children  

� Rate of preventable hospital admissions for CHI enrolled children  
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� Parents’ level of confidence in their ability to access needed services for their children 

� Parents’ perceived ease of accessing needed services for their children  

� Parents’ perception of their children’s health status  

� Number of school days missed due to illness  

� Number of parent work days missed due to child’s illness 

The telephone interviews conducted by the Gilmore Research Group with families enrolled in 
public health insurance coverage through the CHI provide data for the last five measures in 

the list above.  

Methodology 

The family interview questionnaire was designed based on instruments used in the evaluation 

of the Healthy Kids program in California, developed and pre-tested by the Center for 
Community Health Studies at the University of Southern California, and the Consumer 
Assessment of Healthcare Providers and Systems survey, developed and administered by the 

US Department of Health & Human Services’ Agency for Healthcare Research and Quality. The 
interview guide was translated into Spanish, given the population of families enrolled, and 
both English and Spanish versions pre-tested in November 2008. A copy of the interview guide 

can be found in the Appendix. 

Two groups of families were selected for inclusion in the interview process. First, all families in 

the accepted application pool who enrolled their children in public health insurance coverage 
through the CHI during July, August, and September of 2007; second, all families in the 
accepted application pool who enrolled during the one month period prior to survey 

administration, November 2008. The children enrolled in the 2007 time period will have had 
the opportunity to complete a medical appointment, thus establishing a medical home. Those 
enrolled in the more recent time period likely will not have had sufficient time to complete an 

appointment and served as a comparison group, representing children without a medical home 
and without previous health coverage.  

Contact letters, in English and Spanish, were mailed from PHSKC to each household, alerting 

parents/guardians of the upcoming interview, its purpose and the use of the data, and the 
voluntary and confidential nature of the interview. A $20 gift certificate was offered as an 
incentive to those who participated in appreciation for their time. A copy of the sample contact 

letter can be found in the Appendix. 

During December of 2008, Gilmore Research Group completed 153 family interviews. This 
represents a response rate of 77% of families available for interviewing (82% of newly 

enrolled families and 71% of established families) and 58% of the total of 431 families from 
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the applicant pool. The table below shows the disposition of the calls to families included in 

the process. 

Call Result Total New 
Enrollee 

Established 
Enrollee 

Total available 431 218 213 

Completed interview 153 88 65 

Refusals 46 20 26 

No answer/Answering machine/ Busy signal 54 32 22 

Wrong number/No one by that name at this number 47 19 28 

Disconnected 101 40 61 

Business 3 2 1 

Fax/Modem/Blocked 9 5 4 

Characteristics of Interviewed Families 

Most of the interviewed family members were mothers of children enrolled through the CHI 
(72%), but a significant minority were fathers, sisters, uncles, grandmothers, aunts, or other 
relationships. The chart below shows the different family members that were interviewed by 

their relationship to children enrolled through the CHI.  
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Interviewed families had children ranging from under age 5 to over age 18. The predominant 

age category was ages 5 – 12, representing 44% of interviewed families. The following chart 
shows the distribution of enrolled children in interviewed families by age group.  
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Interviewed families were racially and ethnically diverse, with a majority (78%) of 
Hispanic/Latino families. The chart below shows the distribution of interviewed families by race 

and ethnicity. 
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The most prevalent primary language among interviewed families was Spanish, followed by 

English. Reflecting the large number of Spanish-speaking families, the majority of interviews 
were conducted in Spanish. Approximately three-quarters of interviews were conducted in 
Spanish. One-quarter were in English, including the Asian/Pacific Islander, Vietnamese, and all 

other respondents.  

Parents’ Confidence in Ability to Access Services  

Interviewers asked families how confident they were that they could get healthcare for their 

children if they needed it. Families with CHI were considerably more confident about their 
ability to get healthcare for their children than the families without CHI. Compared to a total of 
36% of families without CHI that reported they were “not very” (22%) or “not at all” (14%) 

confident about their ability to get needed healthcare, only a total of 17% of families with CHI 
reported that they were “not very” (6%) or “not at all” (11%) confident. This suggests that 
CHI programs have been effective not only in insuring children, but also in linking them with a 

regular source of medical care. 
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An evaluation of three Healthy Kids programs in California found similar results concerning 

parents’ level of confidence, although King County’s families with CHI were not nearly as 
confident about their ability to get care as were parents in any of the California counties. In 
Los Angeles, 55% of families with Healthy Kids were very confident that they could get 

healthcare for their children if needed, compared to 28% of families without Healthy Kids 
through the California program. Results from San Mateo and Santa Clara counties also reaffirm 
an impact on parents’ levels of confidence. The chart on the following page shows the percent 

of parents reporting they were very confident in their ability to get healthcare in King County 
and the three California counties.  
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County Percent of Parents Very Confident in 

their Ability to Get Healthcare if Needed 

 Families without 
CHI/Healthy Kids 

Families with 
CHI/Healthy Kids 

King  30% 39% 

Los Angeles  28% 55% 

San Mateo 41% 75% 

Santa Clara 41% 66% 

Children Under Age 5 

In addition, families with children under age 5 in both the “with CHI” and “without CHI 

groups” provided responses that were different from families with older children concerning 
level of confidence and a number of other categories, often reflecting a more confident and 
more positive outlook on their experiences obtaining healthcare for their children. This 

difference may prove to be significant, or not, over time. For example, a full half (50%) of 
families with children under age 5 were “very confident” that they would be able to get 
healthcare if their child needed it, compared to 28% of families with children ages 5 – 12. The 

following chart shows levels of confidence by age group. 

L e v e l  o f  C o n f id e n c e :  L e v e l  o f  C o n f id e n c e :  L e v e l  o f  C o n f id e n c e :  L e v e l  o f  C o n f id e n c e :  

A b i l i t y  to  G e t  H e a lth c a re  i f  N e e d e dA b i l i t y  to  G e t  H e a lth c a re  i f  N e e d e dA b i l i t y  to  G e t  H e a lth c a re  i f  N e e d e dA b i l i t y  to  G e t  H e a lth c a re  i f  N e e d e d

50
%

30
%

38
%

16
%

33
%

43
%

10
%

10
%13

%

20
%

3%

17
%

18
%

28
%

40
%

27
%

0%

1 0%

2 0%

3 0%

4 0%

5 0%

6 0%

V ery  c o nfiden t S om ew hat
c on fid ent

N ot  very
c o nfiden t

N ot a t a ll
c onfid ent

C hild  un der 5

C hild  ag e 5-12

C hild  ag e 13 -17

C hild  over 18

 

Level of Worry 



                    
 

Annual M&E Report — Appendices — August 2009 112 

Interviewers also asked parents about their level of worry about meeting their children’s 

healthcare needs. While reported concern about meeting their children’s healthcare needs was 
not significantly different between families with and without CHI overall, there was a 
significant difference among the subset of families with children ages 5 – 12. While 60% of 

families without CHI in this age group reported that they were “very worried” about meeting 
healthcare needs, only 28% of families with CHI reported that they were “very worried.”  
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Perceived Ease and Satisfaction with Services 

Family interviews found that families with CHI reported greater ease in accessing services than 
families without CHI. More than one third (36%) of the “without CHI” families reported that it 
was “never easy” to get the care, tests, or treatment they thought their child needed. This 

dropped to 20% among families with CHI. Similarly, 30% of families without CHI reported that 
it “was a problem” to get a satisfactory personal physician or nurse for their child, compared to 
11% of families with CHI.  
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Families with CHI also rated the speed with which they could get an appointment for their 
children more positively than families without CHI. The chart below shows how interviewed 

families responded to a question about how frequently they could make an appointment for 
healthcare as soon as they thought it was needed.  
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Satisfaction with Healthcare Received 

Interview results show that 92% of families with CHI (compared to 80% of families without 
CHI) were satisfied with the quality of the healthcare they received. Of these families, 66% 
said that they were “very satisfied,” a rate similar to that found in an evaluation of San 

Mateo’s Healthy Kids program, where 70% of families with Healthy Kids were “very satisfied” 
with the care they received. (To find out more about this finding online, go to: 
http://www.cchi4kids.org/docs/USC_chi_impact.pdf.) These differences, showing a more 

positive experience in both quality and ease for families with CHI, suggest that the CHI’s work 
to establish linkages with medical homes and its work with medical provider partners may be 
reducing barriers to accessing care.  
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Satisfaction with healthcare received was considerably higher among families with CHI in King 

County and in Healthy Kids programs in California. The following table shows the percentages 
by county. In this case, ratings from King County’s families with CHI were more commensurate 
with one of the California counties (San Mateo) for which data were available. 
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County Percent of Parents Satisfied with 
Healthcare Received 

 Without CHI/Healthy 
Kids 

With CHI/Healthy Kids 

King  34% 66% 

Los Angeles  Not available Not available 

San Mateo 59% 69% 

Santa Clara 48% 78% 

Families with children under age 5 were most likely among all age groups to be “very satisfied” 

with the quality of healthcare that they received, at 67%. Additionally, over a quarter (27%) of 
families with children under age 5 reported that they were always able to get an appointment 
for healthcare at a physician’s office or clinic as soon as they thought their children needed it. 

In comparison, only 10% of families with children ages 13 – 17 felt that they were always able 
to get an appointment.  

Analysis of families’ reported happiness with their personal physician or nurse also shows 

differences in satisfaction among families with CHI in the under 5 and 13 – 17 year age 
groups. While 68% of families without CHI with children under age 5 reported “no problems” 
with their personal physician or nurse, 100% of families with CHI reported “no problems.” 

Similarly, 63% of families without CHI with children ages 13 – 17 had “no problems” with their 
personal physician or nurse, compared to 88% of families with CHI.  
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Perceived Child’s Health Status 

Interviewers asked families about how they perceived their children’s health. Their responses 
overall do not indicate a significant difference between families with and without CHI. 
However, families without CHI were more likely to describe their children’s health as “fair,” 

while families with CHI were more likely to rate their children’s health more positively—
describing it as “good.” The chart below shows how they responded. 
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Impacts on children’s health may well take more than a year to develop. Early indicators that 
families with CHI are less likely to evaluate their children’s health negatively are promising. 
Time will tell if impacts in this area continue to grow.  

Data from counties in California with children’s health initiatives similarly fail to show 
significant increases in parents’ perception of their children’s health after one year of 
enrollment. The table on the following page shows the percentage of parents in each county 

who described their children’s health as “very good” or “excellent.” King County interview 
results are slightly higher than those seen in the California groups, but not significantly so. 
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County Percent of Parents who Perceive their 
Children’s Health as “Excellent” or “Very 

Good” 

 Families without 

CHI/Healthy Kids 

Families with 

CHI/Healthy Kids 

King  53% 51% 

Los Angeles  43% 47% 

San Mateo 42% 44% 

Santa Clara Not available Not available 

 

School and Work Days Missed 

The impact of CHI strategies on school and work days missed was not immediately apparent 

in data from family interviews. Families with and without CHI reported missing similar numbers 
of days of school or work due to illness over the last four weeks. However, a difference 

surfaced among families missing more than four days of school. None of the families with CHI 
reported missing more than four days of school or work, but 6% of families without CHI 
reported that they had missed between five and ten days of school or work in the last four 

weeks. While this difference impacts only a small number of families (four families without 
CHI), the impact of missing five to ten days of school or work within a four week period can 
be quite substantial, and therefore is of note.  

An evaluation of Santa Clara’s Healthy Kids program includes a similar finding, with the 
percentage of children missing school for three or more days decreasing from 11%, for those 
not connected with Healthy Kids, to 5%, among those with Healthy Kids. The following table 

shows school days missed among families in King County, San Mateo County, and Santa Clara 
County.  
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County Percent of Parents Reporting Three or 
More School Days Missed Due to Illness 

During the Last Four Weeks 

 Families without 

CHI/Healthy Kids 

Families with 

CHI/Healthy Kids 

King  15% 7% 

Los Angeles  Not available Not available 

San Mateo 18% 14% 

Santa Clara 11% 5% 

 

The charts below show the number of days of school and work missed by families with and 
without CHI. 
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Looking Forward  

Data from the family interviews show progress towards the CHI’s goals. Among its 

accomplishments, the initiative helped families experience greater ease and gain confidence in 
accessing the health services they needed for their children. In addition, none of the surveyed 
families with CHI reported missing more than four days of school or work due to a child’s 

illness.  

The CHI will continue to collect data and monitor its progress. In the coming months, the CHI 
will measure progress in other “big picture” areas, including preventable emergency room 

visits and hospital admissions, immunization rates, and well-child visits. This information, 
together with information from the interviews about families’ experiences in accessing 
healthcare and impacts on children’s health and days of school and work missed, will provide 

the CHI with a broader sense of its progress toward the initiative’s goals of improving 
children’s access to care and their health, and reducing avoidable costs.  
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F.  Access & Outreach Program Process Evaluation — May 2009 

Terminology 

This process evaluation tracks the strategies of the King County Children’s Health Initiative 

(CHI) as a whole. Several different types of staff contribute to the initiative, each with 
different responsibilities, skills, and areas of impact. In addition, Public Health–Seattle & King 
County (PHSKC) staff that are not part of the CHI contribute in related areas, such as helping 

families at public health clinics to apply for health insurance. The responsibilities of the 
different categories of staff that are referenced in this report are briefly described below.  

Application Workers (part of the Access and Outreach team) 

Application workers are PHSKC staff who locate uninsured children throughout King County, 
help families apply for health insurance and other public benefits for which they are eligible, 
follow up with the Department of Social and Health Services (DSHS) to ensure that eligible 

children are enrolled, and help link the children to medical and dental homes. 

Care Coordinators 

Care coordinators are safety net clinic staff, funded by CHI contracts, who ensure that children 
receive preventive services and that children get referrals to appropriate specialty or 
community services. They also help families encountering barriers to make and complete 

appointments for medical and dental care.  

Client Services Specialists 

Client services specialists work at public health clinics, but are not part of the CHI. They help 

families complete applications for health insurance, but do not help them enroll in other public 
benefit programs.  

Community Health Workers 

Community health workers are staff at nonprofit agencies, funded by CHI contracts, serving 
culturally diverse and frequently non-English speaking families, who identify uninsured children 
and assist their families in enrolling children in health insurance and finding a medical and 

dental provider. 

Health Educators 

Health educators are PHSKC staff who work with families and community agency staff to 

inform them about the importance of preventive primary care, the common health or 
developmental problems that can develop without preventive care, how to establish medical 

and dental homes, and the availability of public health insurance.  
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Promotoras 

Promotoras are Spanish-speaking community volunteers, supervised by a PHSKC health 
educator, who locate uninsured children in their communities, help families enroll in health 
insurance, and connect them with a medical and dental care provider.  

Step One 

Locating low-income families and informing them about the availability 
of health insurance coverage for their children  

Key Findings 

1. The current multi-faceted approach to connecting with families and helping them 
enroll in health coverage for their children is essential to the Access and Outreach 
Program’s (the Program) success. 

� There is no substitute for community outreach by trusted individuals to reach 
families that are not connected to the health or social services system. 

� PHSKC outreach workers’ relationships with community agencies greatly expands 

the number of sites that are identifying potentially-eligible families. 

2. By making effective use of the existing trained staff and supervisors for PHSKC’s 
component of the Program, the effort avoided many of the pitfalls of other new 

initiatives, i.e., a slow start and disappointing results during the early years. 

3. Outreach workers need flexibility in how they carry out their roles. They need to be 
able to take the ball and go with it in order to figure out which strategies work best 

and pursue them. It also allows them to build on their strengths. 

4. Efforts to get the word out must be continuous because there are new families 
constantly entering the county, as well as families whose circumstances have 

changed. 

5. Establishing a good reputation in the community is important. Being consistently 
available in the community over the course of years helps to build a positive 

reputation. Outreach workers gain people’s trust by treating them with respect and 
providing useful solutions to their problems. 
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PHSKC uses two primary approaches to identify families, assist them in completing health 

insurance applications for their children, and advocate for their successful enrollment in 
coverage.  

� The CHI, utilizing PHSKC’s Access and Outreach team, provides community outreach to 

locate and enroll eligible families. Finding families that need assistance with enrollment is 
often more difficult than convincing them to enroll.  

� In addition to the CHI, PHSKC and community clinics provide on-site enrollment that 

targets the large number of families that already have connections to the service delivery 
system. This creates an avenue for these families to apply for health insurance coverage 
for their children.  

What Makes the Community Outreach Process Effective   

Outreach workers extend the range of the program by establishing strong connections with 
community agencies, such as schools, preschools, community centers, community clinics, 

social service agencies, community centers, etc. This creates a wide-ranging referral network 
for uncovered families Schools are a particularly effective avenue for outreach workers. 
Outreach workers have established relationships with front-line office staff, nurses, social 

workers, and administrators in the schools who can identify students without health insurance 
and encourage their parents to seek coverage for them. Parents also tend to trust people at 
schools, so outreach workers do not have to spend as much time establishing a trusting 

relationship. 

Attending regularly scheduled or required meetings, such as the Head Start family night at 

schools, has been an effective way of reaching parents.  

Outreach workers’ ability to meet clients in different locations helps overcome transportation 
issues and some clients’ reluctance to leave their neighborhood. Some families are hesitant to 

travel far from home and the area that they know.  

The promotoras enable expanded outreach to parts of the community that may not trust social 
service agencies a great deal or that may have other barriers in reaching services. They are 

effective in reaching out to Latino families, many of whom may be unwilling to seek assistance 
at a mainstream agency.  

Word of mouth or one-on-one contact are among the most effective ways to reach people, but 

multiple methods of communication work the best. If families have already heard about the 
Program on the radio or television, they are more likely to be interested when they talk with 
an outreach worker.  

Flexible hours, including weekends and evenings, are important since many potentially-eligible 
parents work during the day.  
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Outreach workers that speak the same language as the communities they are targeting are 

essential, also sharing the same culture is ideal.  

Creating materials in multiple languages is critical, as is giving presentations for those who do 
not read.  

It takes time for workers doing outreach to find their niche among the various people and 
programs trying to help communities.  

Being visible in the community, by going to meetings and talking to people, eventually leads to 

becoming the go-to person whom agencies know to call when a family needs assistance. It 
takes time to build a personal relationship with staff at agencies or departments where 
outreach workers want to meet families. Spending time there regularly and becoming familiar 

makes the staff more likely to call for help for a client or to request a presentation.  

Developing relationships with providers is important because it helps the outreach workers 
encourage healthcare providers to see children in need of care who have submitted 

applications for coverage but have not yet been approved.  

Providing families with information—where the information they submit goes, the services they 
can get, and why having coverage for preventive care is important—helps to build trust. 

Providing families with information about opportunities for their children is more persuasive 
than telling them what to do. For example, health educators teach families that cavities in 
baby teeth can lead to cavities in adult teeth, rather than telling them that they must bring 

their children to the dentist 

What Makes the On-site Enrollment Process Effective  

While not a direct component of the CHI, an issue that arose in interviews was the large 
volume of families using the healthcare services offered at PHSKC’s clinics. While at the clinic, 
PHSKC staff determine whether the family has applied for any health insurance coverage for 

which the children are eligible. This offers a very efficient means of screening many families, 
already seeking care, to identify those who should complete an application.  
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Step Two 

Assisting families with the application and enrollment process  

Key Findings 

1. Program staff are expanding local agencies’ capacity to identify and enroll families in 
health insurance and other public benefit programs, and link them to care through 
training and information-sharing.  

2. PHSKC’s outreach efforts have been more effective in enrolling eligible families than the 
community-based organizations (CBO) under contract to provide this service. This may 

result from the agencies’ lack of experience in this task, the amounts of funding 
provided, and/or their inexperience with performance-based accountability approaches. 
It is possible that CBOs may be highly effective in identifying and informing many 

families about their potential eligibility for coverage, who then apply on their own or 
with assistance from other sources. However, unless the CBOs help the families 
complete the application process, their impact on application and enrollment will not 

show up in the data that is available.  

3. The in-clinic application and enrollment process is narrower in scope and focuses on 
medical access, rather than additional services provided through the community-based 

outreach efforts. For example, community-based outreach efforts can facilitate access 
to other programs, such as food stamps and utility assistance. 

4. The DSHS is viewed as the primary stumbling block in the application and enrollment 

process for numerous reasons, including DSHS staff turnover, communication 
difficulties, and their propensity to reject a surprising number of eligible families’ 
insurance applications. Outreach staff spend a great deal of time advocating with DSHS 

staff regarding submitted applications. At the base of this issue is likely the different 
focuses in the missions of CHI and DSHS workers to enroll the maximum number of 
children and to ensure that ineligible children are not enrolled.  

 

What Makes the Application and Enrollment Processes Work  

Helping families apply for multiple forms of assistance not only is more convenient for the 
family but also incorporates some efficiencies, since outreach workers get a good sense of 

what families will qualify for while helping them with the application for children’s health 
coverage. 

Families that complete their insurance applications either at a clinic or with the outreach 

worker are more likely to successfully enroll than those that take the application home and 
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complete it on their own. One major reason for this is that outreach workers are prepared to 

help families deal with complex application and enrollment challenges. A common issue that 
complicates enrollment is documentation of employment, especially when parents transition 
between jobs fairly quickly. Parents may have difficulty tracking down a former employer, or 

they may be reluctant to go back because they were fired or quit on bad terms. Some 
employers refuse to fill out the documentation, especially if they are paying wages in cash. 
Self-employment can also be difficult to document.  

People Point, a City of Seattle program, provides a bridge to benefits for many low-income 
families by helping them obtain health insurance, basic food, child care, tax preparation, and 
utility assistance services. PHSKC’s Access and Outreach staff that participate in People Point 

have trained CHI staff to enroll families in some of these programs, as well as insurance for 
children.  

The Parent/Child Health Program forges connections among PHSKC programs that serve 

children and families. This is a critical function as programs change regularly, and staff need to 
know what is available for newly-enrolled clients. 

The Child Care Health Team works with child care providers to sign up low-income families for 

health coverage at child care sites or to identify families that need assistance and refer them 
to CHI staff. 

The monthly First Friday Forums involve the agencies that are enrolling families in public 

insurance coverage, including DSHS, the health plans, PHSKC clinics and outreach program, 
and the community clinics. In addition, advocacy organizations, such as the Children’s Alliance, 

are regular participants. The forums keep the many agencies engaged in increasing children’s 
health enrollment and moving in the same direction in a coordinated way.  

The training and information updates Program staff provide to other agencies expands their 

capacity to identify and refer families to the CHI and/or to help them enroll in health coverage. 
This multiplier effect results in a significantly greater system-wide capacity to enroll families in 
health insurance and other public benefit programs.  

The time spent developing a working relationship with DSHS and the Community Service 
Office (CSO) staff is producing results. The continuous problem-solving efforts make it possible 
for more families to obtain coverage, as well as improving DSHS’s response when working with 

families applying for other types of assistance. The improvement in this working relationship 
began with the Access and Outreach program, which built better relationships with CSOs. The 
CHI has contributed to improved relationships with DSHS managers as well.  
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Where the Processes Appear to Break Down  

The DSHS CSO staff appear to pose the major problem in creating a smoothly-functioning 
application/eligibility determination/enrollment process. Note: This process evaluation did not 
include interviews with DSHS staff; thus, their perceptions of PHSKC and community agencies 

as system partners are not known. 

The outreach workers’ priority is to successfully enroll families in the health insurance 
programs for which their children are eligible. Perceptions are that the CSO staff’s priority is to 

serve as a gatekeeper for these same health insurance programs. This gate-keeping function 
includes rejecting numerous families’ applications, even though many prove to be eligible 
following advocacy work and submittal of additional documentation by the outreach staff. This 

additional advocacy work represents a significant system inefficiency.  

PHSKC managers estimate that an inordinate amount of their outreach workers’ time and 
energy go into obtaining approval from the CSOs for eligible families’ applications, including 

processing applications, gathering and faxing documentation, problem-solving to obtain special 
documentation, and following up with both clients and DSHS. Outreach workers may spend 
close to 10 hours per week on the phone with DSHS workers regarding their clients’ eligibility 

for health insurance coverage. It appears that it is the clients whose circumstances are slightly 
different from the norm that generate the most challenges, e.g., a client who is self-employed. 
Advocacy with the CSO staff regarding these applications, which represent approximately 20% 

of those submitted, consumes an inordinate amount of the outreach workers’ time.  

Indirect outreach activities also require a great deal of the outreach workers’ time, e.g., 

checking voicemail for messages from clients and DSHS, checking on the status of submitted 
applications, completing paperwork, and entering information into the database.  

Program staff believe that many families seek their help because the application process has 

just become too difficult and too confusing. Many families find the letters they receive from 
DSHS to be unclear and convoluted. Therefore, some families probably drop out before they 
even contact Program staff because they do not believe they are eligible. 

The perception is that most of the problems in processing the families’ applications are the 
result of the CSO staff’s lack of training, high staff turnover, and the use of inconsistent 
approaches to eligibility determination. The perception is that DSHS could improve its 

employee training efforts to help CSO employees provide a consistent level of service and 
increase their understanding of the insurance eligibility requirements.  

These factors may also be exacerbated by CSO staff caseloads (which are large), the impact of 

multiple supervisors providing the CSO staff with inconsistent information and messaging 
about enrollment, the cumbersome nature of the DSHS data systems, and the separation of 
the application and enrollment functions into different sections within DSHS.  
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A number of outreach staff take advantage of problems with CSO staff to communicate with 

them and jointly solve problems. For example, when a particular CSO staff member denied six 
families’ applications because of citizenship issues, Access and Outreach staff were able to 
bring this problem to the attention of DSHS managers and point out the need for staff training 

on how citizenship issues impact eligibility. 

In addition to the challenges many families face while enrolling in health coverage, many of 
the applicant families are receiving services from multiple DSHS programs. Many of these 

programs operate out of separate silos. DSHS does not offer a unified approach to enrollment 
for these multiple programs; rather, the state systems operate discrete application and 
enrollment processes for individual programs. Families must work hard to keep all of their 

eligibility and enrollment information up to date and coordinated. PHSKC outreach staff work 
with families to help them learn how to navigate these systems; however, their time is limited 
and not all clients are able to take on this challenge.  

One reason that progress with DSHS has occurred is that outreach lead staff’s job 
responsibilities call for them to identify system problems, alert DSHS to these problems, and 
advocate for system changes. For example, one result of the discourse between CHI and 

DSHS staff is that CHI staff can now communicate with DSHS regarding specific clients by 
email using a unique identifier code. This option is only available in King County.  

While a number of negative aspects of the role played by DSHS in the enrollment and eligibility 

processes came up, DSHS has done a good job getting input from outreach staff and tried to 
work collaboratively to smooth out the application process.  

The barriers presented by poverty also play a powerful role in reducing families’ ability to 
become and remain enrolled in health coverage. Families move often and do not remember to 
alert DSHS to the address change, their phones are cut off, or they are working and do not 

have time to complete the applications for coverage. Program staff work hard to help families 
become covered and hang onto their coverage. Families coming in are often overwhelmed in 
their lives and have so much going on that they cannot connect in any consistent way, 

needing support throughout the enrollment and linkage to care process. 

Break-downs in the client end of the application process appear to happen most frequently 
when there are missing pieces to the application, e.g., pay stubs, Social Security numbers, etc. 

Even with Access and Outreach staff assistance and follow up, sometimes families are unable 
to supply the required information, and DSHS denies their application. 

There are also application and enrollment challenges within PHSKC. Program staff and 

managers hold different perspectives on the contribution client services specialists should 
make to the application and enrollment effort. On one hand, some program staff and 
managers would like the client services specialists to provide the same expanded enrollment 

opportunities in the clinic settings that the outreach workers provide in the community. From 
their perspective, the clinic managers do not reinforce the importance of the expanded 

benefits enrollment role, and therefore, the clinic staff continue to perform a more narrowly-
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defined job that results in lost opportunities to help families sign up for other benefits for 

which they are eligible. On the other hand, some managers and staff point to increased 
enrollment and approval of health applications and believe that the clinic staff’s narrow focus 
has resulted in greater success in this area.  

The community-based agencies contracted for enrollment and linkage work do not appear to 
be as effective as the Program in helping uncovered families apply for and obtain health 
coverage for their clients. Service data indicate that PHSKC’s outreach and linkage activities 

yield a much greater number of children enrolled in coverage than do the community agencies 
under contract. This also results in PHSKC reflecting a significantly lower unit cost for this 
activity.  

Step Three 

Helping families connect with a healthcare provider for their children  

Key Findings 

1. Providing families with all the information they need to identify a healthcare provider, 

make appointments, and get to the appointments is a critical step in the process. 

2. Community clinics are key providers of care for many children the Program enrolls. It is 
a huge problem when the clinics are maxed out because there are few other 

alternatives. 

3. Dentists participating in the ABCD Program are key, as they are willing to treat children 
covered by public insurance when most dentists are not. 

 

What Makes the Connection to a Healthcare Provider Work  

Outreach workers find that location, office hours, language and culture, and acceptance of 
coverage are among the most important factors when families select a physician or dentist. 

For most families that they assist, providing a list of options and information is sufficient. 
However, when families are unable to circumvent barriers to accessing care, CHI Program staff 
will provide additional help as needed, including arranging interpretation, following up with 

physicians’ offices to advocate for the client and set up an appointment, and following up with 
the family to find out if they were able to make it to the appointment and hear about their 
experience.  

Outreach workers provide families with information to try to address access barriers before 
they arise. They print directions to medical and dental offices, explain how they can use public 
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transportation, and make sure they know how the coverage will work, e.g., which services will 

be covered and which costs, such as co-pays, to expect. They tell families the hours the office 
is open and whether they can expect someone to speak their language.  

Staff also provide reassurance to families about the service providers, sharing their personal 

knowledge of the clinic or dental office. Personal physician and dentist recommendations are 
extremely effective in linking families to care. The promotoras, for example, often live in the 
same neighborhood as their clients and can recommend clinics where they receive their own 

healthcare. This serves to encourage families to follow-through, taking the first steps toward 
building a relationship of trust.  

Training, supervision, and the performance orientation of the Program all contribute to 

workers’ attention to families making a connection to a healthcare provider. Ensuring families 
establish a medical and dental home is a priority. Going the extra mile to discover potential 
barriers for families and resolving those problems is standard procedure for the workers and 

one probable reason for the positive results demonstrated in the data available on children 
visiting a physician or dentist.  

The capacity limitations faced by PHSKC clinics and community clinics can create problems for 

many families seeking medical and dental care. As a primary venue for care for low-income 
families, the clinics often experience overloads that delay families’ ability to obtain care once 
they have become enrolled in health coverage.  

However, data indicate that the Program’s efforts are having an effect. Most new enrollees do 
make a connection to a physician or dentist. However, the data concerning whether this initial 

connection becomes a long-term medical or dental home, where children continue to obtain 
care over the long term, is less conclusive.  

� 89% of new enrollees obtained medical care for their children in the year following their 

enrollment. 

� 60% of new enrollees’ children received dental care during the year following their 

enrollment. 
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Step Four 

Teaching families about the importance of preventive care and 
ensuring that children receive preventive services 

Key Findings 

1. Clinic care coordinators are a key component of the CHI program model as designed, 

working with families in clinics to ensure that children get consistent preventive care. 
However, while data shows that in many areas they have increased the rate of 
preventive services among all of the children receiving care at their clinics, data is not 

available on their impact on CHI-enrolled children specifically.  

2. Helping families establish bona fide medical and dental homes is challenging. Families 
often take their children to the physician or dentist once or twice, particularly to address 

an acute problem, but have more difficulty forging an ongoing connection that leads to 
regular preventive care.  

3. Establishing effective referral relationships with mental health agencies is even more 

difficult than with medical and dental providers. The mental health system often turns 
people away since the rules say eligibility first, treatment second. PHSKC staff need to 
be particularly persistent to obtain help for families with immediate mental health 

needs. 

4. The Program staff work with a variety of other PHSKC programs to provide access to a 
range of related health services, e.g., services for low-income children and their 

families, including, the Infant Mortality Prevention Program, the Parent/Child Health 
Program, the WIC Nutrition Program, etc.  

 

Preventive care is not the norm in many communities, which makes it important for care 

coordinators, outreach workers, and health educators to explain why it is important. Many 
parents argue that their child is rarely sick, or feel that they are already at the clinic so 
frequently, particularly with asthma, and therefore question why they would need to come 

more often. 

Helping families obtain regular medical and dental coverage is a significant challenge. While 
many families obtain insurance coverage for their children, they may not take them to the 

physician or dentist regularly, particularly for preventive care. This may be due to work 
constraints, transportation challenges, and lack of understanding regarding the importance of 
preventive care. Even though workers try to educate families about the importance of 
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preventive care, there are so many things going on during the appointment, some of them 

emergent, it is difficult to spend a lot of time on this message. 

Some families have children with a need for immediate care. This motivates them to go 
through the application and enrollment process. Once they have met that immediate 

healthcare need, they may fail to renew their coverage and not continue obtaining medical 
and dental care until the next crisis comes up. This is where a positive relationship between 
the healthcare provider and the family is really critical.  

Sixty to seventy percent of low-income families cannot use sick leave to take their children to 
the physician or dentist. For this reason, many parents take their children to the emergency 
room at night to avoid missing work and the associated lost wages. This lack of family-friendly 

leave policies places the children at risk of missing necessary preventive care.  

Some families also feel they are not treated well at the clinics, e.g., they are treated differently 
from other clients, are treated disrespectfully, have to wait over an hour for their appointment, 

subjected to dirty waiting rooms, etc. These families often decide not to go back based on 
their initial experience. 
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The Overall Systems Perspective  

Key Findings 

1. Implementation of the Program occurs in multiple organizational units within PHSKC. 

This division of responsibility is coordinated effectively by the managers currently in 
place, whose strong informal relationship helps to ensure that the program functions 
smoothly. However, this coordination would require attention if staff changes over time.  

2. The provision of funding for the supervisory positions is an important ingredient in 
achieving accountability. The current supervisor to outreach and application worker 
ratio of 1:4 or 1:5 allows supervisors to provide individual support and training for staff. 

This has proven important in transitioning the program to a performance-based effort 
where successful enrollment in coverage and connection to a medical and dental home 

are priority outcomes.  

3. By making effective use of the existing trained staff and supervisors for PHSKC’s 
component of the Program, the effort avoided many of the pitfalls of other new 

initiatives, particularly a slow start and disappointing results during the early years.  

4. The recognition that the Access and Outreach jobs are complex in nature and require 
significant skills in system negotiation, advocacy, client education, and creative 

problem-solving leads to hiring and retention of a strong staff group. Successful staff in 
these positions are detail-oriented with good people skills, strong computer skills, in-
depth understanding of the Medicaid eligibility rules and match requirements, and are 

familiar with community resources in order to make effective referrals.  

5. Provision of support staff to assist the outreach workers with the clerical activities that 
are part of the outreach and application processes frees up outreach worker time to 

identify additional families and help them apply for coverage.  

6. Establishment and use of clear performance standards for the Program staff and 
tracking performance against these standards on a regular basis provides critical 

accountability for staff and managers. The supervisory infrastructure in King County’s 
program, and its strong focus on accountability, may be a key factor in the productivity 
shown by the outreach workers. In addition, the County’s utilization of a data tracking 

system supports performance measurement in an essential way. The more limited 
infrastructure in place in some of the community agencies under contract to the 

Program may contribute to their lower level of effectiveness in enrolling and linking 
children with care.  
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7. PHSKC’s Program has been more effective in enrolling families in health coverage and 

linking them to care than the community-based organizations under contract to perform 
these functions.  

8. Delivery of staff training at community agencies such as schools, along with the 
provision of the tools and information CBO staff need on an ongoing basis, helps 
develop stronger identification and referral, and in some cases, enrollment expertise 

among PHSKC’s community-based partners.  

9. The issues identified with DSHS are significant and will require system-level attention in 
order to bring about needed improvements. The commitment to working in partnership 

with DSHS and the CSO staff is essential to ironing out the problems that eat up so 
much of the Access and Outreach staff’s time and energy. While the relationship with 
DSHS and the CSO staff has improved, the time Program staff spend negotiating with 

state staff for approval of client applications represents an enormous drain on the 
system. Continuing to work toward resolution is critical.  

10. The weakest link in the application/enrollment/recertification appears to be the prompt 
from DSHS for recertification—alerting families about the importance of recertifying 
their eligibility. This results in families losing their coverage and repeating the 

application and enrollment process.  

 

2008 CHI Data 

Locating and Enrolling Uninsured Children: Submitted and Approved 
Applications for Coverage 

The number of applications for healthcare coverage submitted by PHSKC and community-
based agencies and approved by DSHS remained relatively steady over the course of 2008, 

with the highest number submitted and approved in the fourth quarter. The great majority of 
applications were submitted by PHSKC, rather than community-based agencies. Applications 
submitted by PHSKC were also approved at a higher rate.  

The following chart shows applications submitted and approved, by quarter, for 2008. 
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Race and Ethnicity 

Both PHSKC CHI-funded staff and community-based agencies were successful in enrolling 
children from diverse racial and ethnic communities. Overall, PHSKC CHI staff were responsible 

for approximately 93% of the children enrolled through the CHI. Most (71%) of these children 
were Hispanic/Latino. In comparison, no one racial group represented a majority among the 

children enrolled by community-based agencies, where enrolled children were 48% 
Hispanic/Latino, 19% Black/African American, and 19% White/Caucasian. Refer to charts on 
the following page. 
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Race/Ethnicity of Children Enrolled by PHSKC Staff 

10% 

5% 

71% 

1% 

4% 
8% <1% 

American Indian/Alaska Native
Asian/Pacific Islander
Black/African American
Hispanic/Latino
Multiracial/Other
Unknown
White/Caucasian

Race/Ethnicity of Children Enrolled by Community-based Agency 

2% 5% 

19% 

48% 

5% 

2% 

18% 

American Indian/Native
American/Alaska Native

Asian/Pacific Islander

Black/African American/African

Hispanic/Latino/Spanish

Multiracial/Other

Unknown

White/Caucasian/English/ 

Russian/Ukrainian/Polish/
Armenian 
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PHSKC and community agency staff did not record race and ethnicity in the same way. For 

example, some agencies listed only race, while others listed only ethnicity or language. In 
order to facilitate comparison, the preceding charts combine several racial and ethnic 
categories, which likely contributes to a degree of inaccuracy. For example, all of the children 

that agencies coded as African immigrants are included in the Black/African American 
category, although their race is unknown. Similarly Russian, Ukrainian, Polish, and Armenian 
immigrant children are grouped with White/Caucasian children.  

However, although the categorization may contain inaccuracies, comparison of the two charts 
shows that while the children that PHSKC staff enrolled were comparatively more likely to be 
Latino or Asian/Pacific Islander, children enrolled by community agencies were comparatively 

more likely to be American Indian, Black/African American, or White/Caucasian.   

A key goal for the CHI is ensuring access to care for communities more likely to be uninsured 
and that experience greater barriers to seeking medical and dental care due to language or 

culture. Therefore, it is important for the CHI to consider impact on enrollment of racial and 
ethnic groups in making decisions about the best outreach and enrollment strategies. The 
chart below shows the contribution of community-based agencies compared to PHSKC staff in 

enrolling different racial and ethnic groups. PHSKC staff are responsible for enrolling the vast 
majority of children in most racial and ethnic categories, for example enrolling 96% of the 
Asian/Pacific Islander children. However, one category in which PHSKC staff were somewhat 

less successful was the enrollment of Native American/Alaska Native children. Of the 32 Native 
American/Alaska Native children enrolled through the CHI, 69% were enrolled by PHSKC staff 

and 31% through community-based agencies.  
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The differences in how agencies coded race and ethnicity make it difficult to compare 
enrollment of immigrants. While some of the community-based agencies tracked their 
enrollment of African, Russian, Ukrainian, Polish, and Armenian immigrants, other community-

based agencies and PHSKC staff recorded race only, entering these children within broader 
White/Caucasian and Black/African American race categories. The preceding chart shows 
enrollment of immigrant children for the agencies that recorded this information separately; 

however, it would be incorrect to infer that PHSKC staff did not enroll African, Russian, 
Ukrainian, Polish, and Armenian immigrants.  

Research has shown that outreach to families is often more effective when outreach staff 
speak the families’ language and share their ethnicity. Therefore, many public health programs 
strive to hire staff that share the language and ethnicity of the communities that they target 

for outreach. Analysis shows that the ethnicity of PHSKC CHI staff correlates with the ethnicity 
of uninsured adults in King County; data on the ethnicity of uninsured children in King County 
is not available. As the following charts show, PHSKC CHI staff were slightly more likely than 

the uninsured adult population to be Latino and considerably more likely to be African 
American or Asian. PHSKC CHI staff were significantly less likely to be White/Caucasian.  
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Enrolling and Linking Children to Medical and Dental Homes: PHSKC 
CHI Staff and Community-based Agencies 

CHI leadership analyzed the costs of enrolling children in coverage and linking them to a 
medical and dental home through PHSKC CHI staff compared to the cost of enrolling and 
linking them through staff at community-based agencies. While the cost per child of 

enrollment and linkage varied considerably between community-based agencies, from a low of 
$121 per child to a high of $300 per child, PHSKC CHI efforts were less expensive than all of 
the community-based agencies. The cost per child of enrollment and linkage averaged $73 for 

those connected through PHSKC CHI staff.  

The chart below shows each agency’s cost per child enrolled and linked. This is defined as the 
combined total of the number of children enrolled, the number of children seen by a physician, 

and the number of children seen by a dentist. Community agencies are referred to by number 
rather than name because there are many factors that influence their performance, such as 
length of time since contract start and population. Because these factors are not easily shown 

Asian  
17% 

Caucasian  
17% 

Latino 
41% 

African American  
25% 

Ethnicity of PHSKC CHI Staff

 
* Caucasian includes one fluent Spanish 

speaker with strong ties to the Latino community 

Ethnicity of Uninsured Adults in King County

African 
American  

11% 
Asian  

7% 

Caucasian  
52% 

Latino 
30% 

Source: BRFSS -King County adults aged 18- 
64, for the years 2006-2008 combined. 
Accurate data for uninsured children 

unavailable 
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on a chart, it does not include agency names in order to avoid falsely suggesting that a 

particular agency is performing poorly. 

 

 

Among all of the enrollment and linkage strategies, the cost was lowest for children connected 
through promotoras, the CHI’s Spanish-speaking community volunteers, at $69 per child. 
PHSKC CHI staff trained 32 promotoras, 12 of whom are active. During the first 10 months of 

the promotora program, promotoras enrolled 258 children. The promotoras were also highly 
effective in connecting children to medical and dental homes. Children enrolled through 
promotoras attended the following healthcare appointments: 

� 266 medical visits 

� 260 dentist appointments 

� 42 eye appointments 

 

 CHI Cost per Kids' Enrollment & Linkage Unit of Se rvice 2008  
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Preventive Care: Health Educator and Care Coordinator Activities 

Health educators trained a large number of community agency staff, parents, and caregivers 
and educated children about the importance of preventive health. Health educators conducted 
trainings at the meetings of community groups, in schools, at service fairs, and in other 

venues. Between January 2007 and March 2009, PHSKC health educators:  

� Trained 3,985 staff 

� Trained 4,767 parents and caregivers 

� Educated 4,539 children about preventive health 

Care coordinators are responsible for ensuring that children receive preventive care. Data from 

the six agencies where PHSKC funded a care coordinator shows improvement in most 
categories for which data is available. Some of the increases are considerable, such as the 
257% increase in early oral health visits at one agency. The table on the last page shows the 

percentage of improvement in delivering preventive services for each of the agencies with care 
coordinators from the beginning of their contract with PHSKC through December 2008. These 
statistics show their delivery of preventive services to all of the children receiving services at 

their clinic rather than delivery of preventive services to CHI children specifically. Because their 
performance is so strongly impacted by different factors, such as population and contract start 
date, the agencies are referred to by number rather than name in order to avoid falsely 

suggesting that a particular agency performed poorly.  
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 % Improvement from Contract Start to December 2008 

  AGENCY 1 AGENCY 2 AGENCY 3 AGENCY 4 AGENCY 5 AGEN CY 6 

Immunization 

6% 
increase 
(to 73%) 
for 2 yr 
olds & 
53% 

increase 
(to 78%) 
for 6 yr 

olds 

63% 
increase 
(to 96%) 
at clinic 1 

& 32% 
increase 
(to 91%) 
clinic 2  

79% 
increase 
(to 88%) 

22%  
increase 
(to 61%)  

Well Child Check 

13% 
decrease 
(to 60%)  

4% 
increase 
(to 74%)    

Early Oral Health 
Visits  

257% 
increase 
(to 50 )  

49% 
increase 
(to 287) 

baseline 
of 0 (to 
42%) 

114% 
increase 
(to 92%) 

Fluoride 
Varnishes   

17% 
increase 
(to 2706)   

104% 
increase 
(to 92%) 
for 0-5 yr 

olds & 
79% 

increase 
(to 100%) 
for 6-10 
yr olds 

Developmental 
Screening      

3% 
increase 
(to 90%) 

Autism Screening      

baseline 
of 0 to 
92% 
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G.  Advocacy Materials   
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H.  Online Enrollment Materials 
I. KUOW's Weekday with Steve Scher Podcast  

A WithinReach Outreach Specialist was interviewed by Steve Scher on NPR’s Weekday Talk 
Radio show on February 6, 2009 about the economic downturn and its impact on families in 
Washington.  Her interview highlighted how to access state benefits like health insurance and 
food stamps through ParentHelp123.org and the Family Health Hotline.  Solid Ground spoke 
about access to food through Seattle food banks.  Immediately following the interview calls 
came into the Family Health Hotline.   

II. KCTS TV – Tough Times: Rising Above the Financial Crisis Interview 

Based on the KUOW radio interview, a producer from KCTS TV contacted WithinReach about 
participating in a series they were planning about the economy, Tough Times: Rising Above the 
Financial Crisis.  WithinReach is represented in the video section with an interview about 
WithinReach and is also listed as a resource under their Parent Resources section. 

III. New “One Click – One Call” outreach materials highlight WithinReach’s integrated 
services through ParentHelp123.org and the Family Health Hotline. 
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IV.  Screen shots of ParentHelp123.org home page in English and Spanish 
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I.  KC Kids Dental Report 

 



                    
 

Annual M&E Report — Appendices — August 2009 154 

 



                    
 

Annual M&E Report — Appendices — August 2009 155 

 



                    
 

Annual M&E Report — Appendices — August 2009 156 

 



                    
 

Annual M&E Report — Appendices — August 2009 157 



                    
 

Annual M&E Report — Appendices — August 2009 158 

 



                    
 

Annual M&E Report — Appendices — August 2009 159 

 



                    
 

Annual M&E Report — Appendices — August 2009 160 



                    
 

Annual M&E Report — Appendices — August 2009 161 



                    
 

Annual M&E Report — Appendices — August 2009 162 



                    
 

Annual M&E Report — Appendices — August 2009 163 



                    
 

Annual M&E Report — Appendices — August 2009 164 



                    
 

Annual M&E Report — Appendices — August 2009 165 



                    
 

Annual M&E Report — Appendices — August 2009 166 



                    
 

Annual M&E Report — Appendices — August 2009 167 



                    
 

Annual M&E Report — Appendices — August 2009 168 



                    
 

Annual M&E Report — Appendices — August 2009 169 



                    
 

Annual M&E Report — Appendices — August 2009 170 



                    
 

Annual M&E Report — Appendices — August 2009 171 



                    
 

Annual M&E Report — Appendices — August 2009 172 



                    
 

Annual M&E Report — Appendices — August 2009 173 



                    
 

Annual M&E Report — Appendices — August 2009 174 



                    
 

Annual M&E Report — Appendices — August 2009 175 



                    
 

Annual M&E Report — Appendices — August 2009 176 



                    
 

Annual M&E Report — Appendices — August 2009 177 



                    
 

Annual M&E Report — Appendices — August 2009 178 



                    
 

Annual M&E Report — Appendices — August 2009 179 



                    
 

Annual M&E Report — Appendices — August 2009 180 



                    
 

Annual M&E Report — Appendices — August 2009 181 



                    
 

Annual M&E Report — Appendices — August 2009 182 



                    
 

Annual M&E Report — Appendices — August 2009 183 



                    
 

Annual M&E Report — Appendices — August 2009 184 



                    
 

Annual M&E Report — Appendices — August 2009 185 



                    
 

Annual M&E Report — Appendices — August 2009 186 



                    
 

Annual M&E Report — Appendices — August 2009 187 



                    
 

Annual M&E Report — Appendices — August 2009 188 



                    
 

Annual M&E Report — Appendices — August 2009 189 



                    
 

Annual M&E Report — Appendices — August 2009 190 



                    
 

Annual M&E Report — Appendices — August 2009 191 



                    
 

Annual M&E Report — Appendices — August 2009 192 



                    
 

Annual M&E Report — Appendices — August 2009 193 



                    
 

Annual M&E Report — Appendices — August 2009 194 



                    
 

Annual M&E Report — Appendices — August 2009 195 



                    
 

Annual M&E Report — Appendices — August 2009 196 



                    
 

Annual M&E Report — Appendices — August 2009 197 



                    
 

Annual M&E Report — Appendices — August 2009 198 

 



                    
 

Annual M&E Report — Appendices — August 2009 199 

 


